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normal living for.... 
at work and at play 


adults should be encouraged 
to work...and every 

effort should be made 

to keep children in school. 
With accurate diagnosis 

and proper treatment, 

the majority of epileptics, 
like the diabetics, can carry 
on a normal life. 


a mainstay in anticonvulsant 
therapy, alone or in 
combination, for control of 
grand mal and psychomotor 
seizures-- 

with the added advantages 

of greater safety and of little 
or no hypnotic effect. 


DILANTIN Sodium is supplied in a variety of forms -- 
including Kapseals® of 0.03 Gm. (% gr.) and 0.1 Ga. 
(1% gr.) in bottles of 100 and 1,000. 
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af 


your 


diuretic 


how safe is the diuretic you prescribe? 


the utmost in safety, confirmed by long clinical usage, 
is one reason more physicians choose the organomercuri- 
als for diuresis. Their dependable action does not involve 
production of acidosis or specific depletion of potassium, 


and side effects due to widespread enzyme inhibition 


are absent. 


TABLET 


NEOHYDRIN 


BRAND OF 8.3 MG. OF 3-CHLOROMERCURI 
s-uamony PROPYLUREA IN EACH TABLET) 


“ 
no rest periods « no refractoriness 


NEOHYDRIN can be prescribed every day, 
seven days a week as needed 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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NJ =VV//- IN THE TOPICAL TREATMENT 


OF ALLERGIC SKIN CONDITIONS 


TOPICAL LOTION 


ACETATE 
(FLUDROCORTISONE ACETATE, MERCK) 9 ALPHA-FLUOROHYDROCORTISONE ACETATE 


MOST EFFECTIVE 
Therapeutically active in 1/10th the concentration of hydrocortisone (Compound F). - 


| MOST ECONOMICAL 
| Superior spreading qualities—a small quantity covers a wide area. 


MOST ACCEPTABLE 
Most patients prefer the cosmetic advantages of this easy-to-apply, 


smooth spreading lotion. 


Supplied in a cosmetically elegant base in two con- 
centrations: 0.25% and 0.1% in 15 cc. plastic squeeze 
bottles. 

Also available: Alflorone Topical Ointment in 5 gm. 
tubes—two concentrations—0.25% and 0.1%. DIVISION OF MERCK & CO., INC, 


WEIGHT FOR WEIGHT, THE MOST EFFECTIVE 
ANTI-INFLAMMATORY AGENT YET DEVELOPED FOR TOPICAL USE 
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Woodcroft Hospital--Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmosphere. 
Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 
segregation of guests. 


Detailed information furnished on request. 
KARL J. WAGGENER, M.D. 


KALAMAZOO 


*Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 
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A pure crystalline alkaloid of rauwolfia root 
first identified, purified and introduced by CIBA 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well as in hypertension—SERPASIL provides 
a nonsoporific tranquilizing effect and a sense of wcll- 
being. Tablets, 0.25 mg. (scored) and 0,1 mg. 


New! SERPASIL® ELIXIR 
Each 4-ml. teaspoonful contains 0.2 mg. of Serpasil 
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*RAU-SEN” IS A SQUIBB TRADEMARK 


RAU-Ss Em 


(Squibb Reserpine) 


Rau-sed may be employed to achieve a calming, tran- 
quilizing effect. Rau-sed may be found useful in situa- 
tions accompanied by stress and anxiety and has been 
reported helpful in a number of physical disorders with 
associated emotional overlay (such as headache, derma- 
tologic disorders, gynecologic disorders, enuresis, etc.). 


Oral Dosage for Office Practice: The usual daily dose may range 
from 0.25 mg. to 1.5 mg. Dosage may start with 0.25 mg. t.i.d., and 
may be adjusted upward or downward. It is important, in adjusting 
Rau-sed dosage, to consider that results may not appear for one to 
two weeks after therapy is instituted. When a maintenance level is 
achieved, Rau-sed may be given as a single daily dose or in divided 
doses, as the patient prefers. Some patients may need and tolerate 
higher dosage; in such patients, Rau-sed has proved most effective 
in conjunction with psychotherapy. Note: Patients receiving large 
doses, or those who receive the drug over a long period, should be 
watched for signs of depression; this can be alleviated by reducing 
the dosage or withdrawing the drug. 


Supply: 0.1 mg. and 0,25 mg. tablets, bottles of 100 and 1000; 0.5 
mg. tablets (scored), bottles of 50 and 500; 1.0 mg. tablets (scored), 
bottles of 30, 100, and 500; 4.0 mg. tablets (scored), bottles of 100 
and 1000 (for psychiatric use). RAU-SED Parenteral, for the treat- 
ment of hospitalized psychiatric patients, 5.0 mg. and 10.0 mg. ampuls, 


SQUIBB a name vou can trust 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expenses for you and all your 
eligible dependents. 


PHYSICIANS 
SURGEONS 
DENTISTS 


_ $4,500,000 ASSETS 
$22, S00. 000 PAID FOR BENEFITS 


Medical and Surgical Supplies 
for Doctors of Medicine 
and Hospitals 


Munns Medical Supply Co. 
512 Kansas Avenue 
Topeka, Kansas 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society’s centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 


send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 
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DOCTOR, here’s a question and an answer you may 
find useful when patients ask about cigarettes: 


What Viceroys 
for you that other 
filter tip can 


ONLY VICEROY GIVES YOU 


Filter Traps 


IN EVERY FILTER TIP 


TO FILTER -FILTER-FILTER 
YOUR SMOKE 
WHILE THE RICH-RICH 
FLAVOR COMES THROUGH 


These filter traps, doctor, are com- And, in addition, they enhance the 
posed of a pure white non-mineral flavor of Viceroy’s quality tobaccos 
cellulose acetate. They provide to such a degree that smokers re- 
maximum filtering efficiency with- port they taste even better than 
out affecting the flow of the smoke. cigarettes without filters. 


ICEROY 


WORLD'S MOST POPULAR FILTER TIP CIGARETTE 


VICEROY 


Tilter Tip 


CIGARETTES 


ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS KING-SIZE 
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EFFECTIVE 
PROVED 


broad-spectrum 
antibiotic 
for intramuscular use 


Te rramycin 


Brand of oxytetracycline hydrochloride 


INTRAMUSCULAR 


¢ Rapidly attained therapeutic levels 

¢ Proved broad-spectrum action 

¢ For use when oral therapy is not practical or is contraindicated 

¢ Just 100 mg. (one single-dose vial) every 8 to 12 hours is 
adequate for most infections in adults 

* Usually well tolerated on DEEP intramuscular injection (Con- 
tains procaine to minimize local tissue reaction) 


« When reconstituted, forms a clear solution 


Supplied: In dry powder form, in single-dose vials. When recon- 
stituted by addition of 2.1 cc. of sterile aqueous diluent, each single 


dose (2 cc.) contains: 
Crystalline Terramycin hydrochloride . ... . . 100mg. 


Magnesium chloride . . . © © © 9% 
Procaine hydrochloride . . «© «© 2% 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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ANNOUNCING 
THE SECOND 
NEW 
CRYSTALLINE 
CORTICOSTEROID 


METICORTelone 


PREDNISOLONE, SCHERING (METACORTANPRALONE) 


DISCOVERED AND 
INTRODUCED 
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“possesses an augmented 
in cortical 


METICORTELONE possesses hormonal properties, and anti- 
rheumatic and anti-inflammatory effectiveness similar to 
those of METICORTEN,*~ the first of the new corticosteroids. 
Both are-five-times.more active, milligram. for milligram, 
than cortisone or hydrocortisone. METICORTELONE and 


METICORTEN are relatively free from significant water or 


electrolyte disturbances. 


PREDNISOLONE, SCHERING (METACORTANDRALONE) 


T 
i 


use 


PREDNISOLONE, SCHERING (METACORTANDRALONE) 


therapeutic 
hormone therapy 


METICORTELONE is an analogue of hydrocortisone, as METI- 
CORTEN is of cortisone. The availability of these new steroids, 
both discovered by Schering research, provides the physician with 


two therapeutic agents of approximately equal effectiveness. 


METICORTELONE —Schering’s brand of prednisolone, 
also known as metacortandralone. 


1. Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. /57:311, 1955. 
2. Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. 

3. Tolksdorf, S., and Perlman, P: Fed. Proc. /4:377, 1955. 

4. Herzog, H. L., and others: Science /2/:176, 1955. 

5. Dordick, J. R., and Gluck, E. J.: J.A.M.A. /58:166, 1955. 
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METICORTELONE is now available as 5 mg. buff-colored tablets, bottles of 
30 and 100. In the treatment of rheumatoid arthritis, dosage of 
METICORTELONE begins with an average of 20 to 30 mg. (4 to 6 tablets) 
a day. This is gradually reduced by 22 to 5 mg. until maintenance dosage, 
which may be between 5 to 20 mg., is reached. The total 24-hour dose 
should be divided into 4 parts and administered after meals and at bedtime. 
Patients may be transferred directly from hydrocortisone or cortisone to 
METICORTELONE without difficulty. 


first of the new Schering corticosteroids 


METICORTEN 


PREDNISONE, SCHERING (METACORTANDRACIN) 


e replacing the older corticosteroids 
in 
rheumatoid arthritis 
intractable asthma 


other collagen diseases 


® more active than hydrocortisone or cortisone 
milligram for milligram 
relatively free of significant metabolic, 


water or electrolyte disturbances.” 


METICORTEN is available as 5 mg. scored, white tablets in bottles of 30 and 100. 


METICORTELONE,* brand of prednisolone (metacortandralone). 


METICORTEN,”* brand of prednisone (metacortandracin). 
*T.M. 


MC-J.516 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 
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Now the RALPH CLINIC 


and eight 


Treating Alcohol and Drug Addiction 


In 1897 Benjamin Burroughs 
Ralph., M.D., developed methods of 
treating alcohol and narcotic addic- 
tion that, by the standards of the time, 


were conspicuous for success. 


Twenty-five years ago expe- 
rience had bettered the methods. 


Today with the advantages of col- 


A Department of the 
Benjamin Burroughs 
Ralph Foundation for 
Medical Research 


lateral medicine, treatment is markedly 


further improved. 


The Ralph Clinic provides per- 
sonalized care in a quiet, homelike 
atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emo- 
tional re-education. Cooperation with 


referring physicians. Write or phone. 


Formerly The Ralph Sanitarium 


Ralph Emerson Duncan, M.D., Medical Director. 


529 HIGHLAND AVENUE ® 


KANSAS CITY 6, MISSOUR: 


Telephone Victor 3624 
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Meat... 


and the Problem of 


Senile Osteoporosis 


Perhaps under the still-persisting influence of the mistaken “health 
legends” of former days, many older people tend to eat less meat and 
other nutritionally valuable protein foods than they should; thus, the 
osteoporosis that occurs naturally in the aging body may be unduly 
augmented. ! 


A balanced diet supplying optimal amounts of protein is essential, 
and appears to be useful in preventing and in slowing the progress of 
osteoporosis in senile persons. Adequate protein intake is instrumental in 
supporting osteoblastic activity so necessary for production of osseous 
matrix. ‘‘When osteoporosis is present, the prime objective is an adequate, 
high protein diet (a gram or more [of protein] per kilogram of body 
weight), to aid in building bony matrix for osteoblastic activity.’’! 


Meat constitutes one of the most important sources of protein in the 
nutrition of the aged. Meat offers biologically effective protein—effective 
in the maintenance as well as the reconstruction of wasted or damaged 
tissue. Its natural content of B vitamins and of essential minerals not 
only helps to supply the daily needs for these nutrients, but is necessary 
for the proper utilization of amino acids.’ 


The appealing taste of meat, its appetite-stimulating quality, and its 
almost complete digestibility also are important in geriatric nutrition. 


1. Rechtman, A. M., and Yarrow, M. W.: Osteoporosis, Am. Pract. & Digest Treat. 
5:691 (Sept.) 1954. 

2. Cannon, P. R.; Frazier, L. E., and Hughes, R. H.: Factors Influencing Amino 
Acid Utilization in Tissue Protein Synthesis, in Symposium on Protein Metabo- 
lism, New York, The National Vitamin Foundation, Inc., 1954, pp. 55-90. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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With “Premarin,” relief 
of menopausal distress is 
‘prompt and the “sense of well-being” 
imparted is highly gratifying | 
to the patient. 


“Premarin’@ — Conjugated Estrogens (equine) 


KALAMAZOO 
Indicated wherever oral. 
cortisone or hydrocortisone 
is effective Available in 5 mg. 
tablets in bottles of 30 and 100 
Usual dosage is Ya to 1 tablet three or 


*Trademark for the Upjohn brand of prednisolone (delta-|-hydrocortisone) 
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at your service, Doctor 


—are information and data to keep you posted on the latest 
developments in the detection and treatment of cancer. 


“Cancer—A Journal of the American Cancer Society”—a bi- 
monthly devoted to articles, with bibliographies, by leading 
cancer authorities ... 


Monograph Series—published about twice yearly, and focussed 
on the early recognition of cancers of specific body sites ... 


Bibliography Service—the library of the American Cancer 
Society will prepare, upon request, source material listings on 
specified subjects... 


“Cancer Current Literature”—an index to articles on neo- 
plastic diseases from American and foreign journals .., 


Professional Films—a series of 30 one-hour color kinescopes 
of television teaching conferences presented by leading clini- 
cians in the cancer field; plus about 150 films on cancer diag- 
nosis, detection and treatment, available on loan... 


Slide Sets—-2x2 kodachrome slide sets dealing with early 
malignant lesions, available on loan. 


For information about these | 
and other materials, write 


your state Division of the Cancer Society | 
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for hay fever 


preserve summer pleasures 
with these advantages 


unusually rapid relief 
“ outstanding freedom from side effects 
“ maximum convenience 


in the greatest variety of oral forms 


CHLOR-TRIMETON REPETABS, 8 mg. 


up to 12 hours of uninterrupted relief reported with just one dose 


CHLOR-TRIMETON REPETABS, 12 mg. 

for prolonged therapy in more difficult cases 

CHLOR-TRIMETON Tablets, 4 mg. 

for initiating therapy, maintenance therapy or adjusting dosage 
CHLOR-TRIMETON REPETABS with Sodium Pentobarbital, 

% gr. for nightlong relief and assured sleep 

CHLOR-TRIMETON Syrup, 2 mg. per 4. cc. 

palatable, compatible liquid 


Cutor-Trimeton® maleate, brand of chlorprophenpyridamine maleate. 
Rerstass,® Repeat Action Tablets. 


CHLOR- 
_TRIMETON 


REPETABS 


rng Corporation 
MPIELO NEW JERSEY 
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SUGAR 


LOOD 


12 6 | 
BREAKFAST LIINCH DINNER 


REGULAR OR PROTAMINE 
UNMODIFIED INSULIN ZINC INSULIN Pe 


BED?ZIM 


Lente (Insulin, Lilly 


Another step toward the ideal Insulin 

Simplified administration—Only one injection a day con- 
trols the majority of diabetic patients. 

Simplified therapy— Approximately 85 percent of all diabetic 
patients can be treated with Lente Iletin (Insulin, Lilly) alone. 
Simplified formula—Lente Iletin (Insulin, Lilly) is the only 
intermediate-acting Insulin free of foreign modifying proteins. 


Simplified identification—The new distinctive ‘“(Hexanek”’ 
bottle makes identification easy. » 


Supplied in U-40 
and U-80 strengths 
Write for descriptive literature today. at all pharmacies. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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Diverticula of the Urethra in the Male 


John I. Waller, M.D. 
Halstead, Kansas 


Diverticula of the urethra in the male is a rare 
condition. In January of 1951, Pate and Bunts re- 
viewed the literature and found only 197 cases up 
to that time. They added 28 cases found in para- 
plegics. Abeshouse, in November of 1951, reviewed 
the literature and added four cases of his own, mak- 
ing a total, according to his review, of 224 cases. 

According to Watts, who made an extensive study 
of the condition in 1906, urethral diverticula may 
be either congenital or acquired. They may occur in 
the anterior urethra or in the posterior urethra. 

The early authors felt that true diverticula were 
those whose walls contained all the layers of the 
normal urethra, while pseudo-diverticula were those 
whose walls consisted of fibrous tissue lined by a 
modified epithelial lining. The sacs are often lined 
by an epithelium which is stratified squamous in 
type. According to Pate and Bunts, the normal pseu- 
dostratified columnar epithelium of the anterior 
urethra undergoes squamous metaplasia to become 
finally epidermoid in nature. 

In 1936 Kretschmer reviewed the literature on 
diverticula in the anterior urethra in male children 
and found only 20 cases. He stated that congenital 
diverticula occur in the anterior urethra and in young 
subjects in a large percentage of cases, while acquired 
diverticula occur for the most part in the posterior 
urethra and are to be found in older patients, or from 
rupture of cysts into the urethra. 


ETIOLOGY 
Voillemier in 1868 felt that urethral diverticula 


From the Department of Urology and the Hertzler Research 
Foundation, The Hertzler Clinic, Halstead, Kansas. 


were due to the lack of development of the spongy 
tissue of the urethra. 

DePooli in 1885 felt that the condition was due 
to primary atrophy of the corpus spongiosum, allow- 
ing a bulging of the urethra on the ventral surface. 

Kaufmann in 1886 was of the opinion that they 
resulted from urinary obstruction in fetal life. 

Watts in 1906 stated that urethral diverticula 
could result from obstruction due to adhesions of 
the prepuce to the external meatus, or from a con- 
genital narrowing of the preputial orifice. He also 
pointed out that they could result from congenital 
stricture of the urethra or from urethral valves. 

Suter in 1908 explained the condition on the basis 
of an embryological condition. He stated that the 
urethra originated from the genital furrow and is 
covered by epidermis. The canal which is formed 
occupies the position of the urethral canal and it is 
not at first closed on the ventral surface. There is a 
communicating bridge of epithelium connecting with 
the external skin. Normally this epithelial bridge is 
absorbed, but when it persists, Suter felt that it gave 
rise to diverticula. 

Cabezas in 1913 likewise mentioned that there 
was a defect in the urethra which was present, prob- 
ably with an abnormal blood supply, such as incom- 
plete closure of the urogenital gutter, and that other 
etiologic factors were secondary in the formation of 
urethral diverticula. 

Urethral diverticulum may lead to the formation 
of a fistula to the skin or stone formation. Howze 
and Hennessey reported a case containing stone, and 
Peacock also reported such a case. Grube reported 
the formation of stones in urethral diverticula. Sand- 
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rock and Elkner in July 1951 reviewed the literature 
and found 33 cases containing stone and reported a 
case of their own. 

SYMPTOMS 


Dribbling of urine, distress in the perineum, and 
the presence of a tumor mass on the ventral surface 
of the penis which may disappear on pressure are 
cardinal symptoms of the disease. In one of my cases 
one could press on the diverticulum and expel urine 
from the meatus as though one pressed on the bulb 
of a syringe. A catheter passed into the diverticulum 
would allow the mass to be enlarged when filled 
with sterile water. It would hold approximately three 
ounces of water. My patient complained that when 
he sat down or got in any position in which pressure 
was applied to the penis, he would empty the pouch 
and get his clothes wet. 


DIAGNOSIS 


The diagnosis may be made by the finding of a 
tumor mass on the ventral surface of the penis, by 
means of cystoscopy, and by urethrograms. In my 
case I was able to demonstrate the diverticulum by 
coiling a catheter inside the pouch. 


TREATMENT 


Small diverticula may be treated in a conservative 
manner and left alone. However, excision of the 
diverticulum is the treatment of choice when oper- 
ation is indicated. Some authors feel that diversion 
of the urinary stream is important, while others have 
obtained good results by catheter drainage. Because 
this condition is so rarely found in the male, I wish 
to report the following two cases. 


CASE 1 


Mr. J. S., male, age 65 years, was admitted to the 
Halstead Hospital on August 19, 1952. 

Dribbling and incontinence of urine had been 
present since a suprapubic prostatectomy on March 
12, 1952. During this interval of time he had worn 
a Cunningham clamp during the daytime but not 
at night. He felt well otherwise. Two months before 
the present admission he noted a swelling on the 
ventral surface of the penis at the penoscrotal junc- 
tion. This was more to the right than the left side. 
He stated that when he would bend over or get pres- 
sure on this sac, it would drain urine. The sac also 
caused a dull ache in this region. There was mild 
burning on voiding. Temperature on admission was 
normal. The nonprotein nitrogen was 46.5, creatinine 
1.95, and urea nitrogen 20.1 mg. per 100 cc. of 
blood. Urine analysis was normal except for a few 
pus cells. 

Plain urogram and intravenous pyelograms were 
normal. The blood count was normal. Physical exam- 
ination revealed a well developed, well nourished 


white man who did not appear acutely ill. The head, 
neck, heart, and lungs were negative. The kidneys, 
liver, and spleen were not palpable. The ventral sur- 
face of the penis revealed a swelling at the peno- 
scrotal junction. Pressure on the sac caused it to 
empty and urine to flow from the urethral meatus. 
The urethrogram showed the large diverticulum 
demonstrated in Figure 1. 


Figure 1. Diverticulum of male urethra. 


The preoperative diagnosis was diverticulum of 
the urethra. 

At operation on August 21, 1952, the sac of the 
diverticulum was isolated through an incision on the 
ventral surface of the penis and through the median 
raphe of the scrotum. After resection of the divertic- 
ulum, the urethra was closed across a Foley catheter 
by two layers of fine catgut. The fascia was closed, a 
drain was placed in the scrotum, and the skin was 
sutured with fine silk. The patient made uneventful 
recovery with good results. 


CASE 2 


Mr. J. F., a white male, age 45 years, was admitted 
to the Halstead Hospital on October 8, 1950, com- 
plaining of nocturia, frequency, dribbling, pain on 
voiding, slowness of stream, and gross hematuria. 
The patient had suffered a transection of the spinal 
cord and fractured vertebrae in an automobile acci- 
dent 10 years before. Eight years before four large 
stones were removed from his bladder. In December 
1947 a large dumbbell type stone was removed. Six 
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Figure 2. Stone in diverticulum of male urethra. 


weeks prior to this admission he had been unable to 
control his urine, and on admission he was unable 
to void at all. 

Physical examination revealed a paraplegic who 
was alert, intelligent, and cooperative. The head, 
neck, heart, and lungs were negative. The liver, 
spleen, and kidneys were not palpable. The abdomen 
showed the scars of previous suprapubic incisions. 
There was pain and deep tenderness over the supra- 
pubic area. The skin over both ankles was dark, scaly 
and discolored. Rectal examination was negative. 
There was no voluntary motion in the lower extremi- 
ties. The temperature was 101 degrees on admission. 
The urine examination showed albumin 1 plus with 
50 to 75 white blood cells and 12 to 20 red blood 
cells per low power field. The hemoglobin was 80 
per cent and the white blood count 7,400. The blood 
chemistry showed a nonprotein nitrogen of 50 and 
a creatinine of 2.6 mg. Plain urogram showed the 
presence of an hourglass stone in the bladder neck, 
one end in the bladder while the other end rested in 
a diverticulum of the posterior urethra. 

On October 11, 1950, the stone was removed by 
suprapubic operation. He made good recovery and 
on November 3, 1950 a transurethral resection of the 
bladder neck was done. The opening from the ure- 
thral diverticulum was enlarged with the idea of 
causing better drainage. He was discharged from the 
hospital on November 19, 1950 and was voiding 
freely at that time. 


DISCUSSION 

It was my opinion that the urethral diverticulum 
in the first case resulted from obstruction due to the 
wearing of a Cunningham clamp. Abeshouse men- 
tioned that a penis clamp was worn to control incon- 
tinence following an operation for traumatic stric- 
ture of the urethra in one of his cases. Pate and 
Bunts had one patient who wore an incontinence 
clamp for several months and noted the development 
of a progressively enlarging penoscrotal mass. How- 
ever, in all of these cases there could have been a 
congenital weakness and other factors of etiology 
involved. 

The second case represents a patient with urethral 
diverticulum and stone formation. He had been a 
paraplegic with cord bladder for 10 years. Plastic 
operation on the urethra was not done in this case 
because of his general physical condition and the 
amount of previous surgery he had been forced to 
undergo. It was felt that removal of the stone and 
resection of the bladder neck was enough at that 


time. 
SUMMARY 


1. Diverticulum of the male urethra is a rare con- 
dition. 

2. A case is reported which followed the use of a 
Cunningham clamp for incontinence following supra- 
pubic prostatectomy. 

3. Excision of the diverticulum and plastic repair 
of the urethra was done in the case reported. 

4. A second case of diverticulum of the male 
urethra with formation of an hourglass stone in a 
paraplegic is reported. 
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Paper Drum Repair of the Ear 


Joseph A. Budetti, M.D., and Ernest M. Seydell, M.D. 
Wichita, Kansas 


One of the older yet little known techniques of 
otology' is the repair of lacerations and perforations 
of the ear drum. Traumatic rupture of the ear drum 
is not as rare in civilian life as one might expect. In 
our office seven ruptured drums were seen in a period 
of a few months: two in women “boxed” on their 
ears by their husbands, one in a young man scuffling 
with his younger sister, one drum punctured by a 
bobby pin, one from an accidental blow while swim- 
ming under water, and two injudiciously produced 
by someone's blind attempt to remove foreign bodies 
—one a stone and the other a thistle burr. 

Quick and satisfactory closure of these holes in the 
ear drum is invaluable to the patient not only because 
it prevents prolonged morbidity and recurrent ear 
infections but also for the psychological benefit in 
eliminating a physical defect. The intact drum usually 
improves the patient’s hearing, permits him to take 
showers and go swimming without fear of getting 


water into the middle ear, and removes the threat of 


mastoiditis. 

Paper drum repair is not restricted to correcting 
traumatic tears of the drum. Chronic dry perforations 
which have resulted from infections and “earaches’’ 
are also amenable to repair in properly selected cases. 
The hole in the drum creates a vicious cycle of recur- 
rence of infection after infection. 

As we know, the intact drum acts as a damper to 
prevent air blasts from blowing out of the nasophar- 
ynx through the eustachian tube. It supplies back 
pressure to the air current if the patient should 
cough or sneeze or blow his nose forcibly. Without 
this damper—when a perforation exists—bacteria 
are carried from the nasopharynx into the middle 
ear. This sets up another infection, which in turn 
aggravates the perforation as a rule. 

It is an interesting observation that the size of the 
perforation has no direct relationship to the amount 
of hearing loss. This was dramatically demonstrated 
in our military experience with concussion (shell) 
blast injuries. Deafness was proportionate to inner 
ear damage produced by concussion rather than to 
the size of the perforation. Some persons with loss of 
practically the entire drum showed almost normal 
hearing while others with little or no perforation at 
all showed severe hearing loss. 

In trauma, the symptoms are sharp, sudden ear 
pain at the time of injury, bleeding from the ear to 
some degree, and variable amounts of deafness and 


vertigo. In early stages, treatment consists of planned, 
deliberate, and scientific neglect. The ear canal is 
cleansed, using dry aseptic technique. All reports in- 
dicate that about 75 per cent of patients with dry, 
traumatic perforations will develop infection if they 
are given ear drops or have their ears irrigated. 

There is some difference of opinion as to whether 
or not this infection is harmful. Some persons be- 
lieve that infection may speed spontaneous healing 
of traumatic perforations. We also have seen this 
paradox occur, but it has been the exception rather 
than the rule. Our patients are always instructed to 
avoid nose blowing and keep the ears dry. If an 
infection is present, it is treated with antibiotic ear 
drops. After determining the organism present and 
its sensitivity, we give the patient appropriate anti- 
biotics systemically. 

Late treatment consists of the application of a 
paper prosthesis in properly selected cases. These 
“paper drums” are applied for several reasons. An 
intact tympanic membrane is, of course, always de- 
sirable. Closing the middle ear produces physiological 
conditions which are more favorable for repair. The 
artificial membrane acts as a bridge for the growth 
of new epithelial tissue. In old perforations, the epi- 
thelial edge must first be destroyed by cautery or 
excision. The foreign body reaction produced by the 
presence of paper may be a factor in stimulating 
healing. 

Paper drums are not usually applied to new per- 
forations if the drum appears to be decreasing in 
size during the initial period of observation, since 
most traumatic perforations are known to close spon- 
taneously. 

In chronic perforations, paper drums are applied 
only in those with persistently dry ears. There 
should be no residual inflammation of the tympanic 
membrane. There must be a good margin of drum 
between the perforation edge and the annulus. Very 
large or marginal perforations seldom close, espe- 
cially if the “germinating” center about the umbo is 
destroyed. 

In perforations of more than four months’ dura- 
tion, the cuboidal epithelium of the middle ear may 
have shown metaplasia to the stratified squamous 
type. In such cases closure may possibly produce sub- 
sequent danger of cholesteatoma. This same danger 
is present in a perforation associated with a chronic 
or recurrent otitis media, even though the middle ear 
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may be dry at the time treatment is contemplated. 
For this reason chronic cases must be carefully se- 
lected if this technique is to be applied. 

The paper drums being used at present are exactly 
that—they are cut from ordinary onion-skin typing 
paper. Any size disc may be used as long as it is 
larger than the perforation to be treated. The exter- 
nal canal and drum are cleansed with alcohol and 
dried with sterile cotton. 

Local application of a phenol-cocaine-camphor 
sedative tampon is useful in avoiding pain, although 
the treatment is relatively painless. The epithelial 
edge of the perforation is cauterized with pure phe- 
nol on a very fine cotton tipped applicator. Phenol is 
used because excess caustic can be neutralized by 
alcohol when the paper drum is applied. Trichlora- 
cetic acid or silver nitrate may be an alternate choice. 

The paper disc is saturated with alcohol and ap- 
plied lightly to the tympanic membrane by means of 
a cotton tipped applicator. A second disc may be 
overlapped if the first does not cover the entire per- 
foration. The dampness of the alcohol produces 
sufficient adhesive quality for the paper to attach 
itself tightly. Such adhesion is always maintained 
after the alcohol has evaporated. 

The patient is instructed not to blow his nose. The 
disc is left in place for at least three weeks or until 
it is carried off the drum by normal growth proc- 


esses. The perforation may be visualized through the 
thin paper disc so that the healing process may be 
easily followed. Following spontaneous removal of 
the paper drum, second and third applications may 
be made if necessary. 

Many alternate techniques have been recommended 
such as the use of the lining membrane of an egg. 
The phenol-paper-alcohol technique is extremely 
simple, thoroughly aseptic, and requires no special 
instruments or materials. This technique has shown 
good results in this office. Only in occasional cases 
may the ear become infected after application of the 
paper drum. Routine care usually controls infection. 

Because of the simplicity of the technique, the 
high percentage of successful results in our carefully 
selected cases, and the ability of this treatment to 
restore a patient to fully normal physical status, clos- 
ure of selected perforations by such artificial means 
is highly recommended whenever perforations do not 
appear to be closing spontaneously. We have not 
quoted percentage figures because of the high stand- 
ards we applied in selecting cases to be treated. Fig- 
ures could be high or low by variation of standards 
used. Experience in selecting cases for treatment is 
usually the keystone for success with this technique. 
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The Treatment of Gorter during Pregnancy 


V. E. Chesky, M.D., C. A. Hellwig, M.D., and R. P. Stoffer, M.D. 
Halstead, Kansas 


Enlargement of the thyroid gland during preg- 
nancy is common, not only in endemic goiter belts 
but also in goiter free regions; however, it is unusual 
to encounter a pregnant patient with a goiter requir- 
ing surgical removal during pregnancy. In the Mayo 
Clinic, during a period of 25 years, only 94 patients 
with pregnancy goiter were operated upon, while 
there were 12,796 deliveries and over 20,000 thy- 
roidectomies. In the Cleveland Clinic? during a 10- 
year period, 33 pregnant women had thyroidectomies, 
i.e., 1 per cent of married goiter patients. 

There is in the literature no unanimity of opinion 
regarding treatment. Some authors (Falis*) feel that 
conservative treatment is best, preferring to wait with 
operations until after delivery. Other clinicians (Hin- 
ton*) recommend therapeutic abortion in severe 


From the Hertzler Clinic and Hertzler Research Foundation. 


cases. Theilhaber® found that the majority of cases of 
toxic goiter were made worse by pregnancy and felt 
so strongly about it that he said, “Girls with exoph- 
thalmic goiter, no marriage; women, no pregnancy; 
mothers, no nursing.” 

Crotti® stated that medical treatment is justifiable, 


for a time, but that the surgeon should not wait until 


the symptoms become serious enough to endanger 
the life of both the mother and child. In his opinion, 
thyroidectomy is the ideal procedure. Yokam? felt 
that conservative measures should be employed un- 
less the symptoms were of increasing severity, when 
thyroidectomy was to be preferred to induced abor- 
tion. In Fahrni’s* opinion a properly conducted thy- 
roidectomy is much to be preferred to an interruption 
of pregnancy. However, he advised against thyroidec- 
tomy in the latter three months of pregnancy. 


Wee 
. 
| 
= 
4 
| 
} 
ae 
| 
{ 
| 
j 
} 


374 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Clute and Daniels® reviewed the results of 18 
cases seen at the Lahey Clinic. In 15 cases, thyroidec- 
tomy was performed during pregnancy. There was 
only one miscarriage, eight days after operation. 
Gardiner-Hill’® found that termination of pregnancy 
complicated by toxic goiter was unsuccessful in 54.5 
per cent of his patients. Lehman? stated that there is 
a small group of toxic goiter patients who are able 
to go through gestation with comparative safety. In 
another small group the toxic symptoms can be con- 
trolled with conservative measures. The third, and by 
far the largest group, meets with disaster unless a 
thyroidectomy is performed promptly. 

In the Cleveland Clinic, in every case of hyper- 
thyroidism associated with pregnancy, operation is 
advised regardless of the severity of symptoms or the 
duration of pregnancy. Of 28 patients operated upon 
at the Cleveland Clinic, all except five went to full 
term. One patient who suffered from acute hyper- 
thyroidism died of heart failure one month after 
thyroidectomy. 

Brandes! reported on 94 cases of thyroid disease 
complicated by pregnancy observed at the Mayo 
Clinic. Over three-fourths of the toxic goiters ante- 
dated pregnancy, and slightly one-half of the non- 
toxic goiters showed a marked increase in size dur- 
ing pregnancy. Therapeutic abortion was not per- 
formed in any of his cases. All 94 patients had thy- 
roid operations. Two postoperative deaths occurred. 
Spontaneous abortions attributable to hyperthyroid- 
ism or thyroid surgery occurred in 4 of the 94 pa- 
tients. 

The indications of the Mayo Clinic for surgical 
management of goiter complicated by pregnancy are 
the following: (1) exophthalmic goiter which is not 
adequately controlled after a two or three weeks’ trial 
period of iodine therapy; (2) all nodular toxic goi- 
ters until six weeks from term and even then if the 


basal metabolic rate has been over 50 per cent for a 
long period or if myocardial damage is present, and 
(3) non-toxic nodular goiters which are large enough 
to cause symptoms such as dyspnea from tracheal 
pressure. Brandes observed premature labor in three 
patients with diffuse toxic goiter and in five patients 
with toxic adenoma. Normal term pregnancies were 
observed in 81 per cent of his diffuse goiter group 
and 76.5 per cent of the toxic adenoma group. Im- 
provement after thyroidectomy was noted in all cases 
except two. 

Incidence: From 1925 until 1951, 27 patients with 
goiter complicated by pregnancy underwent operation 
in the Hertzler Clinic. During these 26 years, there 
were 8,092 goiter operations and 1,238 deliveries. 

Age: The ages of the 27 patients varied between 
18 and 41 years, and the average age was 28 years. 
Patients with diffuse goiter were about five years 
younger than those with nodular goiter. The average 
age of patients with nodular colloid goiter was 29.7 
years against 25 years for those with diffuse goiter. 
The oldest age group (35 years average) had fetal 
(small follicular) adenomas. 

Duration: Most of our patients (16) were multi- 
gravidae, while 11 patients (five diffuse and six nodu- 
lar goiters) underwent thyroidectomy during their 
first pregnancy. A fetal adenoma in a 41-year-old 
patient was removed during her seventh pregnancy. 
One patient was in her sixth and two in their fifth 
pregnancies at the time of operation. 

Enlargement of the neck was present from four 
weeks to 20 years before admission. In most cases 
(23), enlargement of the neck antedated the current 
pregnancy, and in only one-sixth of the cases did the 
onset of goiter occur during pregnancy. 

Thyrotoxic Symptoms: Twenty-one of our 27 cases 
were regarded as toxic; in 12 instances a diffuse toxic 
goiter and in nine a nodular toxic goiter was diag- 


Figure 1. A. Diffuse colloid goiter, 42 grams, of 31-year-old, four months pregnant. Goiter noticed since first month. No eye 


signs, nervousness, tremor, or rapid heart. B. 


The follicles are wide, contain thin colloid. The epithelium is cuboid. 
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TABLE I 
Different Types of Surgical Goiters (Hertzler Clinic) 


A. Non-pregnant Patients (2380 cases) 
Year: 1929-1950 Per cent 


B. Pregnant (27 cases) 
Year: 1929-1950 Per cent 


Diffuse colloid goiter 
Exophthalmic goiter 
Lymphadenoid goiter 
Multinodular colloid goiter 
Colloid adenoma 

Fetal adenoma 


TOTAL 


100.0% 


In the same locality, the percentage of the different types of goiter is the same, whether the patient is pregnant or not. Signifi- 
eant is the preponderance of colloid-rich goiters, typical for regions with low goiter incidence. 


nosed. Nervousness, tachycardia with palpitation, 
and weight loss were the three most constant symp- 
toms. This triad was present in 16 of the 21 toxic 
patients. The average weight loss of these 16 pa- 
tients was 20.2 pounds. The average duration of 
hyperthyroidism on admission was 12 months. True 
exophthalmos occurred in six patients, and neck en- 
largement was present in every case. Only one pa- 
tient had auricular fibrillation; she was 41 years old 
and had a colloid adenoma. 

All our toxic patients had symptoms before the 
current pregnancy. In most instances the symptoms 


became more severe during pregnancy. In no case 
could an improvement of the toxic symptoms due to 
pregnancy be demonstrated. Only two patients suf- 
fered from severe vomiting, one had a colloid 
adenoma, and another an exophthalmic goiter. The 
basal metabolic rate on admission was above 28 per 
cent in exophthalmic goiter, 26 per cent in diffuse 
colloid goiter, and 45 per cent in follicular toxic 
adenoma. 

Treatment: In 12 toxic cases, preoperative prep- 
aration included administration of Lugol’s solution. 
The patients with exophthalmic goiter (three cases) , 
diffuse colloid goiter (three), colloid adenoma 
(five), and multinodular colloid goiter (one) 
showed definite regression of toxic symptoms after 
one or two weeks of Lugolization. We did not give 
thiouracil to pregnant patients because undesirable 
side effects on mother and fetus have been reported 
in the literature. 

Operation: In the majority of cases (20) bilateral 
subtotal thyroidectomy was performed. In six lobec- 
tomy was done, and in one case arterial ligation only. 
Ten patients underwent thyroidectomy in their third 
month of pregnancy, six in their fourth month, five 
in their second month, and three in the first month. 
Only one patient was operated upon in the eighth 
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Figure 2. A. Exophthalmic goiter (44 grams) of 18-year-old primipara. Operation in second month of pregnancy. Patient had lost 
10-12 pounds in spite of great appetite. B. The papillary epithelial proliferation—in spite of Lugolization—is evident. 
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month. The only fatality in our series occurred in a 
31-year-old patient with slight exophthalmos, a pulse 
rate of 196-132, and severe vomiting of pregnancy. 
She had lost 25 pounds during pregnancy. Lobectomy 
was performed in the third month of pregnancy for 
a colloid adenoma. The immediate postoperative 
course was uneventful in the hospital, and she was 
discharged markedly improved on the tenth day. She 
died of cardiac failure and respiratory infection two 
months later. 

Follow-up: Spontaneous abortion occurred in a 
three-month pregnancy, nine days after thyroidec- 
tomy. One patient, after removal of a toxic diffuse 
colloid goiter, gave premature birth to a living new- 
born. In another premature delivery of a patient with 
nodular colloid goiter, the baby lived only a short 
time. One patient with toxic colloid adenoma had a 
stillborn child following thyroidectomy. The only 
malformation, a mongoloid child, was born to a 23- 
year-old patient with diffuse and adenomatous toxic 
colloid goiter. 

Recurrences: A 34-year-old patient, who had a 
toxic colloid nodular goiter removed, developed 
toxic symptoms, especially cardiac complaints, after 
two following pregnancies. A 28-year-old patient 
had a mildly toxic diffuse colloid goiter removed 
during the third month of pregnancy. She was well 
for 11/, years, then lost 15 pounds, became nervous, 


and suffered from tachycardia. A 21-year-old patient 
had a bilateral thyroidectomy for exophthalmic goi- 
ter. She remained cured for six years after operation, 
when the neck began to enlarge again without caus- 
ing toxic symptoms. Blood protein bound iodine was 
at this time 5 micrograms, and operation did not 
seem indicated. 

Pathology: The weight of the surgical specimens 
varied between 25 and 426 grams. The weight of the 
exophthalmic goiters was between 25 and 44 grams, 
of diffuse colloid goiter 35 to 42 grams. The multi- 
nodular colloid goiters had a weight of from 155 to 
426 grams. The weight of the colloid adenomas var- 
ied between 35 and 174 grams. 

In six instances the histological diagnosis was 
exophthalmic goiter; in five, diffuse colloid goiter; 
in two, fetal (small follicular) adenoma. Foci of 
chronic thyroiditis were found in 11 of the 27 goi- 
ters, an incidence of 40.7 per cent. It occurred in 
four exophthalmic goiters, four diffuse colloid goi- 
ters, two colloid adenomas, and two nodular colloid 
hyperplasias. In comparison, in a series of 75 non- 
pregnant patients, 65 per cent of the surgical goiters 
showed areas of thyroiditis. 


SUMMARY AND CONCLUSIONS 


1. It is unusual to encounter a pregnant patient 
with a goiter requiring surgical removal during 
pregnancy. In the Hertzler Clinic only 27 cases of 
goiter in pregnancy have been operated upon during 
a 25-year period. 

2. Most of our patients were multiparous. All our 
toxic patients had symptoms before the current preg- 
nancy. We did not observe an improvement of the 
patients’ condition during pregnancy. 

3. If, after a three-weeks’ trial period of iodine 
therapy, toxic symptoms remain unimproved, partial 


Figure 3. A. Colloid adenoma in right lobe of goiter of 38-year-old patient, four months pregnant. Patient lost 40 pounds. B. Histo- 
logical examination shows some epithelial proliferation and areas of thyroiditis. The toxic symptoms disappeared after bilateral subtotal 


thyroidectomy. 
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thyroidectomy after preoperative treatment with Lu- 
gol’s solution is the treatment of choice in toxic 
goiter regardless of duration of pregnancy. 

4. In nodular goiter with pressure symptoms or 
with myocardial damage, antithyroid drugs and radio- 
iodine therapy are not recommended, and thyroidec- 
tomy is indicated as early as possible. 

5. Thyroidectomy controlled toxic goiter and re- 
lieved pressure symptoms in pregnant women as 
satisfactorily as in non-pregnant patients. 
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Polyarteritis Nodosa and Cortisone 


M. Z. A. Souidan, M.D., (Cairo) M.R.C.P. 
Cairo, Egypt 


The following case is reported in order to demon- 
strate that cortisone is of great help in diagnosis and 
treatment of collagen diseases, including polyarteritis 
nodosa. It is also important for demonstration of the 
power of cortisone in making such patients’ wounds 
heal rapidly under antibiotic cover, and to show that 
the absence of focal symptoms or eosinophilia must 
not rule out the possibility of affection by this dis- 
ease. 

CASE REPORT 


A male university student aged 23 years, athletic, 
originally from El Koweit, was seen on April 27, 
1952, complaining of fever, sweating, vague pains in 
his legs, and mild prostration. With a temperature of 
39 degrees C. and pulse of 80 per minute, his heart, 
chest, abdomen, and joints were clinically normal. 

His past history included urticaria on and off for 
12 years, which stopped only three years before ; rheu- 
matic fever four years previously, and gonorrheal 
urethritis two years previously treated by sulphadia- 
zine and penicillin. The rheumatic fever recurred in 
February of 1952. 

In his present state Widal, agglutination for malta 
fever, film for malaria, and blood culture were nega- 
tive. The leucocytic count was 16,800, neutrophils 57 
per cent, lymphocytes 17 per cent, monocytes 8 per 
cent, eosinophils 0 per cent, basophils 10 per cent. 
Erythrocyte sedimentation rate was 96 mm. in one 
hour. 

The author is assistant professor of medicine, Abbassiah Fac- 
ulty of Medicine. His interest in the Kansas Medical —7 


and the Journat stems from his friendship with the late Dr. F. R 
Croson, Clay Center. 


He was diagnosed as having rheumatic fever. With 
salicylate therapy his condition ameliorated for about 
four weeks. 

On June 11, 1952, the fever with rheumatic pain 
recurred but did not respond to salicylates, which 
even became intolerable in two days and had to be 
stopped. The fever did not respond either to anti- 
biotics or to antimalarial treatment and responded 
only to cortisone over a 10 days’ course. Apart from 
the high erythrocyte sedimentation rate (99 mm. in 
one hour) and leucocytosis, all laboratory investiga- 
tions were again negative. Chest x-ray was also nor- 
mal. 

The condition remitted for 15 days, then flared up 
again with the same picture. In addition left iritis 
supervened, responding only to cortisone. Laboratory 
findings were all normal. 

On September 10, 1952, the same condition re- 
curred. In consultation with my colleagues, the pa- 
tient was examined and the following report was 
made: temperature 38.5 degrees C.; pulse 104; blood 
pressure 135/75; consciousness perfect; heart normal 
apart from systolic pulmonary murmur; chest free, 
abdomen free; prostate neither tender nor enlarged; 
no nodes or swellings felt in the body; joints not 
affected. Apart from mild tenderness of calves, there 
were no neurological manifestations. 

X-rays of heart, chest, urinary tract, teeth, and all 
bones of skeleton were normal. The diagnosis made 
was queer disease of rheumatic nature allied to col- 
lagen disease, possibly polyarteritis nodosa or lupus 
erythematosus without skin manifestations. Recom- 
mended treatment was cortisone with prolonged 
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maintenance dose and in a few weeks combination 
with ACTH. 

On October 8, 1952, he developed acute tonsillitis 
and was seen by the specialist, who gave the follow- 
ing report, “The acute phase is subsiding, but it is 
definitely a case of chronic suppurative tonsillitis. I 
do think that removal of his tonsils will benefit a 
lot.” 

On October 17, 1952, tonsillectomy was done 
after stopping cortisone, but penicillin (1/, million 
units 6 hourly) was continued. On the following 
three days he had mild pyrexia, which was considered 
postoperative, yet in the next seven days he ran a 
hectic fever, rising to 41 degrees C. in the evening 
and not responding to aspirin, aralen, sulphadiazine, 
nor to penicillin and streptomycin. The wound be- 
came sloughing, septic, and angry looking. Cortisone 
with adventure was given (75 mg. per day with peni- 
cillin cover). The temperature came down to normal 
next day, and the wound healed rapidly in three days. 
He was kept on cortisone therapy, enjoyed a sense of 
well being, and put on weight. 

On November 6, 1952, he was seen again in con- 
sultation, and the following report was made, ‘“Thor- 
ough investigations have been carried out without, 
however, disclosing any positive etiological or specific 
finding apart from an increase in the white cells and 
in the erythrocyte sedimentation rate, which are not 
specific to any particular illness. 

“In view of the fact that the only drug that has so 
far proved of any value, not only in abating the 
symptoms and fever but also in favouring healing 
processes as exemplified in the post-tonsillectomy 
period, is cortisone, we recommend continuance of 
this therapy in maintenance doses of 75-100 mg. 
daily, or otherwise according to the response of the 
patient and judgment of the treating doctor, for at 
least two months and under constant medical control 
for fear of the known complications of this drug.” 

He was discharged from the hospital on Novem- 
ber 9, 1952, and recommended to continue cortisone 
therapy. 

On February 23, 1953, I was called to see him 


outside. He had stopped cortisone since his discharge. 


and evidently his illness recurred. Suspected dia- 
phragmatic abscess was excluded by the fact that any 
inflammation would have flared up under cortisone 
therapy, and in spite of this plain argument a punc- 
ture was made which was negative. I was told that 
he had recently had repeated attacks of diarrhea for 
which he took sulfaguanidine and enterovioform. 
His blood picture was: red blood count 5,160,- 
000/c.mm, hemoglobin 83 per cent, color index 0.8, 
white blood count 31,900, polys 79 per cent, lympho- 
cytes 11 per cent, monocytes 10 per cent, basophiles 
0 per cent, eosinophiles 0 per cent. There was a 
marked leucocytosis, polymorphic in nature, with 
marked degree of shift to the left and toxic changes, 
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a mild monocytosis, platelets abundant in the film. 

Cortisone, after being withheld for about three 
months, was resumed on February 24, 1953. On the 
next day oedema of legs developed but the liver and 
heart were normal and there were no engorged neck 
veins. Urine showed a trace of albumin; his bowels 
were loose. The oedema gradually increased and his 
face looked puffy. Blood pressure was 140/90, and 
he rapidly became nephrotic. 

Report of urine examination on March 4, 1953, 
was: volume 2760 cc.; specific gravity, 1.006; albu- 
min two plus; microscopically a moderate number of 
granular casts. 

On March 5, 1953, the maintenance dose of corti- 
sone was stopped, and the treatment then was entero- 
vioform, sulfaguanil, glucose intravenously, antihista- 
minics, and vitamins C and K with limitation of 
fluid and a salt free diet. 

On March 14, 1953, the patient became exhausted 
and was lying quietly, yet was clear. Urine became 
suppressed (volume 310 cc.) with specific gravity of 
1.025, albumin three plus. Microscopically it con- 
tained many hyaline, epithelial, granular, and waxy 
casts. 

On March 19, 1953, the patient was drowsy with 
marked puffiness. Blood pressure was 140/90, blood 
urea 232 mg. per cent, blood proteins 6.6 g., erythro- 
cyte sedimentation rate 130 mm. in one hour. 

On March 22, 1953, he was in coma and complete 
anuria. Intramuscular cortisone and ACTH were or- 
dered in consultation, yet he died ultimately of renal 
failure the next day. 


DISCUSSION 


This case represents essentially a classical type of 
one of the various, yet allied, clinical conditions 
known as “hypersensitivity reactions in man”’ or col- 
lagen diseases. These are either pathological reactions 
of the body tg an antigen, commonly drugs or bac- 
teria, or the response of the body to prolonged stress. 
The capricious localization in some organs of the 
response to these antigens, or of the prolonged stress, 
is expressed clinically by the many forms of the dis- 
ease in man, such as polyarthritis, endocarditis, peri- 
arteritis nodosa, glomerulonephritis, lupus erythema- 
tosus disseminatus, Leibman-Sack disease, urticaria, 
angioneurotic oedema, etc., and as is known these 
diseases may occur in numerous combinations.? 

The diagnosis of this case as polyarteritis nodosa 
has been made by the clinical picture, the exclusion of 
other allied conditions, the response to cortisone, and 
the inevitable fatal issue. 

In polyarteritis nodosa, there is predilection of 
affection of the medium-sized arteries, especially 
those of the muscles, gastrointestinal tract, kidneys, 
heart, and peripheral nerves. The symptomatology 
will therefore be an expression of one or more of 
these focal affections, together with the symptoms 
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and signs of the general reaction of the body to tis- 
sue disintegration. 

We can therefore classify the symptomatology into 
two groups: 

Group I—Focal, resulting from the vascular occlu- 
sion. Among these are muscular pains, subcutaneous 
nodules, renal, gastrointestinal, cardiac, and neuritic 
manifestations. 

Group II—General. These are common reactions 
of the body to tissue disintegration, such as occur in 
infarctions in any part of the body, typified by cardiac 
ones. These general reactions include pyrexia, pros- 
tration, sweating, loss of weight, high erythrocyte 
sedimentation rate, and leucocytosis. 

In the early stages of the disease, these general 
reactions are of notable importance in diagnosis. In 
any patient with prolonged pyrexia, prostration, and 
a high sedimentation rate, the diagnosis of poly- 
arteritis nodosum must be on the mental list, espe- 
cially if combined with vague muscular pain. 

Again, in the very early stage of the disease, amel- 
ioration under salicylate therapy must not be a pit- 
fall. Such improvement may be a natural remission of 
the disease, or due to salicylates releasing an amount 
of ACTH, small, yet sufficient for combating the 
early manifestations of the disease.* It has also been 
postulated that the chief pharmacological activity of 
salicylates is in some way related to the metabolism 
of corticosteroids; similar clinical and biochemical 
changes occur with the administration of salicylates, 
cortisone, and ACTH.+ 

From the diagnostic point of view, after a thorough 
clinical, laboratory, and radiological investigation, 
cortisone administration for two to three days with a 
satisfactory response must be considered a useful 
therapeutic test. It was so considered in our case. 

Again, in the early stage of the disease, stress on 
focal symptoms must not be wholly depended upon. 
As Boyd says, “‘Nodules are found in less than 50 
per cent of the cases and eosinophilia only in about 
10 to 20 per cent.’’ 

As the disease advances, it is quite possible to see 
various combinations of the focal manifestations 
whether superficial in the muscles and skin or deep 
in the organs such as kidneys, intestines, and heart. 
Renal failure in particular is the common ultimate 
cause of death. In some cases it is hard to draw a 
dividing line between acute nephritis and polyarteritis 
nodosum.‘ The terminal stage of this case is a classi- 
cal demonstration of this phenomenon. In fact such 
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tissue reactions provoke monocytosis rather than 
eosinophilia, since the first cells are concerned with 
phagomonocytosis of the antigenic factor, mainly for- 
eign proteins. These phagocytes may then carry sensi- 
tivity widely through the body. The functional activ- 
ity of these mononuclear cells is probably controlled 
by the circulating hormones—cortisone and ACTH 
—which diminish their number.® The relative mono- 
cytosis and the absence of eosinophilia in our case 
verify such conclusions. 

From the point of view of treatment, cortisone 
has to be started early if the disease is manifest or 
even if suspected; otherwise, if started late, the heal- 
ing of the affected vessels will provoke serious vis- 
ceral infarctions. As is noted, our patient stopped 
cortisone therapy for about three months, and, with 
resumption of therapy, the condition deteriorated very 
rapidly with progressing renal failure. 

A third important point is that the healing of 
wounds of this patient was markedly delayed, and it is 
astonishing that cortisone, which is contraindicated 
in wounds, finds a bold therapeutic choice in these 
cases, as shown by the rapid healing of the post- 
tonsillectomy wounds. It is possible that cortisone 
has a bearing in correction of the local concentration 
or quality of mucinous substances which appear be- 
fore the formation of collagen in healing wounds.® 


SUMMARY 


A case, presumably of polyarteritis nodosum, is 
described. In diagnosis the general manifestations, 
especially fever and prostration with vague muscular 
pains, are important. After investigation, cortisone 
can be used as a therapeutic test. 

In treatment, once the disease is suspected, corti- 
sone has to be continued. Otherwise, in the last 
stages, the possibility of hastening visceral infarctions 
will be an eminent danger. A further interesting 
point is that cortisone hastens healing of wounds in 
these cases. 
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PRESIDENTS PAGE 


Dear Doctor: 


As a country doctor of sedentary habits I am constantly amazed at the demands 
made on the president of the Kansas Medical Society. Even if I had the ability I 
would not want to imitate Morris Fishbein’s diary of famous foods and famous 
faces, but for the benefit of Clyde Miller and others who may aspire to the delight- 
ful job I now hold I will enumerate some of the odd requests encountered in two 
months. 

A publication of one of the Kansas veterans’ organizations asked for a picture 
and a short article. These were furnished—the picture being the best I could do 
and the article trying to indicate some of the pitfalls of indiscriminate federal 
care. I have had no word from the organization since I submitted this material 
although I know indirectly it was published as I prepared it. 

The most recent request is for an endorsement of the Boy Scout movement. I 
should think there would be no question about this and that even the professional 
politician would be “for” the Scouts just as he is “against” the man-eating shark. 

June 2, 1,500 members of 4-H Clubs from all over Kansas and I shared 750 
barbecued chickens at Rock Springs Ranch, and in return for this hospitality I 
turned two shovelsful of dirt at the location of their new health center, part of a 
$40,000 gift from Mr. A. D. Jellison of Junction City. The chance to get acquainted 
with this fine group of youngsters, their magnificent summer camp, and the remark- 
able 4-H Club movement was a happy and eye-opening experience. 

Visits with the governor of the state, conferences with the delegates from the 
Kansas Medical Society to the American Medical Association, parlies and corre- 
spondence and telephone calls with politicians both within and without the profes- 
sion, “appearances” at 50-years-of-practice celebrations, lunches with Rotary Clubs, 
etc. round out this series of obligations and can be faced with mixed emotions. 
One very pleasant trip to Wichita involved a meeting of the Wichita Foundation 
of Medical Research and an excellent address on radiation injuries. Another was 
a lunch in Topeka with the Tuberculosis and Health Association. 

In addition to all this, a ‘President's Page’’ must be prepared every month— 
at least until I can get more votes to abolish it. At any rate, this job is completed 
for another month. 
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EDITORIAL COMMENT 


CULTS 


Misunderstanding of words is the treachery of 
language. Failure to convey an intended impression 
has caused a sizable part of this world’s trouble. The 
speaker is probably as often at fault for his uncritical 
evaluation as is the listener for his incorrect reception. 

An example of both is medicine’s use of the term 
“cult.” To the physician this may be a vaguely de- 
fined expression implying lack of scientific under- 
standing. Its connotation reflects inferiority. It is 
applied with condescension. But sizable segments of 
the public accept the word as a mark of distinction, 
either on the basis of persecution or exceptional abil- 
ity. The intended effect is reversed and a warning in 
the public interest becomes an advertisement that 
perpetuates its existence. 

The definition in the Code of Ethics of the Ameri- 
can Medical Association is not difficult to understand. 
“A sectarian or cultist as applied to medicine is one 
who alleges to follow or in his practice follows a 
dogma, tenet or principle based on the authority of 
its promulgator to the exclusion of demonstration 
and scientific experience.” 

The public cannot be expected to have an intuitive 
perception of what constitutes scientific experience, 
but dramatic examples are available that certainly 
cannot be contested. Should a present day group sub- 
scribe to a flat world theory, that would be a cult in 
the mind of every thinking person. To deny the 
existence of bacteria, or to oppose immunization pro- 
cedures, or to declare that aluminum cookware causes 
cancer, represents cultist dogma that is readily under- 
standable. 

Chiropractors testified before a Kansas legislative 
committee of their disdain for diagnosis because hu- 
man illness is impossible when the vertebrae are 
aligned. Scientific experience is completely ignored 
when one treatment procedure is credited with ver- 
satility sufficient to overcome the complete range of 
human illness, and that is cult thinking. 

The so-called “osteopathic concept’? is similar. 
Andrew Taylor Still, founder of osteopathy, cried 
long and loud against the practice of surgery and the 
use of drugs. 

He said, ‘‘Adjuncts are not necessary to the osteo- 
path. .. . If he is an up-to-date osteopath, his hand 
is his thermometer; his hand is his syringe. An osteo- 
path kills diphtheria, worms, with the club of reason 
dipped in pure arterial blood.” 

He said, “We are opposed to the use of drugs as 
remedial agencies. We are opposed to vaccination. 
We are opposed to the use of serums in the treat- 
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ment of disease; nature furnishes its own serum if 
we know how to deliver them.” 

He said, “Osteopathy is based on the perfection of 
Nature’s work. When all parts of the human body 
are in line we have health. When they are not, the 
effect is disease. When the parts are readjusted, dis- 
ease gives place to health. The work of the osteopath 
is to adjust the body from the abnormal to the nor- 
mal; then abnormal condition gives place to the nor- 
mal and health is the result of the normal condition.” 

Today’s osteopath is embarrassed by his ancestry. 
He wants to practice scientific medicine but is haunted 
by the ghost of Andrew Taylor Still. His right hand 
tries to perform surgery while with his left he sur- 
reptitiously clings to his founder. He adds to his 
scientific medicine a benediction in the laying on of 
hands. The patient is led to believe he has received 
something extra—a touch of magic, a voodoo sign. 

The A.M.A. Committee for the Study of Relations 
Between Osteopathy and Medicine explained this 
more adequately to the House of Delegates at Atlan- 
tic City in June. On the subject of “osteopathic le- 
sions’ the report said in part: 

“The exact nature of these ‘lesions’ is not known. 
They are non-fatal and non-surgical and their micro- 
scopic structure has not been studied. The results of 
efforts to produce them experimentally have not been 
satisfactory. . . . Under certain circumstances it is 
hoped that the blood supply to the affected parts may 
be improved by reflex action. 

‘Manipulative therapy is used as an adjunct to and 
not as a substitute for accepted measures of treat- 
ment. . . . Some use it frequently, some infrequently 
and some not at all. None consider it, per se, to be 
definitive or curative therapy in disease states. . . . 

“The ‘lesion’ does not cause organic disease and 
its correction alone does not cure organic disease. . . . 

“The faint aura of cultism which clings to osteo- 
pathic teaching arises out of the past. It persists be- 
cause of efforts by some members of the profession 
to explain the results claimed for manipulative ther- 
apy on the basis of unproven physiological concepts, 
a tendency to use confused and ambiguous terminol- 
ogy and a fairly widespread failure to apply critical 
evaluation to results. It does not result from the 
present beliefs, teachings and practices of the vast 
majority of faculty members of the colleges of oste- 
opathy.” 

The last sentence was included because its omis- 
sion would have opened the charge that the quota- 
tions were unfair. And yet, that last sentence con- 
firms the argument. Osteopaths bravely embrace the 
scientific developments of the medical profession, but 
fear to divorce their superstitions. 

So they are cultists. And so they were declared to 
be by the A.M.A. House of Delegates last month. 

The A.M.A. voted (1) That the report of the 
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Committee for the Study of Relations Between Os- 
teopathy and Medicine be received and filed; and 
that the Committee be thanked for its diligent work, 
and be discontinued. 

(2) That if and when the House of Delegates of 
the American Osteopathic Association, their official 
policy making body, may voluntarily abandon the 
commonly so-called ‘osteopathic concept,’ with proper 
deletion of said ‘osteopathic concept’ from catalogs of 
their colleges; and may approach the Trustees of the 
American Medical Association with a request for 
further discussion of the relations of Osteopathy and 
Medicine, then the said Trustees shall appoint an- 
other special committee for such discussion.” 

It is all right for the ball player to indulge in a 
rite for the sake of good luck, but the scientific 
physician simply does not perform an incantation to 
speed penicillin upon the successfu! performance of 
its task. 

Whenever he insists upon that, he is-a cultist and 
no amount of respect for whatever eise he may do or 
know how to do can erase it. 

Review this one more time! The “osteopathic le- 
sion” cannot be demonstrated or experimentally pro- 
duced. Its presence does not cause organic disease 
nor does its correction cure organic disease. There- 
fore, the osteopath who knows it means nothing but 
uses it anyway is a charlatan; the osteopath who be- 
lieves in it “follows a dogma . . . to the exclusion of 
demonstration and scientific experience’; and the 
osteopath whv neither believes in the ‘‘osteopathic 
lesion” nor purports to adjust it should disassociate 
himself from those who do. 

As long as the “osteopathic concept” remains a 
part of its teachings, this school of healing is cultist 
and osteopaths alone can alter that. Medicine did not 
place osteopaths in this category, nor is persecution 
involved. As a matter of fact medicine has carried 
their reluctant weight in its advance. 

It becomes entirely a matter of language and the 
understanding of words. Science gathers facts and 
fits the answer into the findings. Cults begin with an 
answer which they try to support with findings. 

Once the public understands this and senses its 
impact upon health, medicine should no longer need 
to concern itself with the question of osteopathic 
rights. The next move, if there is to be a next move, 
must come from the other side. 


A.M.A. CONVENTION 


Several actions of exceptional importance were 
taken by the House of Delegates at the recent A.M.A 
meeting in Atlantic City. A few of the most signifi- 
cant are recorded here. 

Elmer Hess, M.D., of Erie, Pennsylvania, was in- 
stalled as president, and at the closing session the 
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following officers were elected: Dwight H. Murray, 
M.D., Napa, California, president-elect; Millard D. 
Hall, M.D., Raleigh, North Carolina, vice-president ; 
George F. Lull, M.D., Chicago, secretary; J. J. Moore, 
M.D., Chicago, treasurer; E. Vincent Askey, M.D., 
Los Angeles, speaker of the House of Delegates; 
Louis M. Orr, M.D., Orlando, Florida, vice-speaker ; 
Gunnar Gundersen, M.D., La Crosse, Wisconsin, 
chairman of the Board of Trustees. 

The Committee to Study the Relations between 
Osteopathy and Medicine submitted a 25-page report 
of its findings after visiting five of the six schools of 
osteopathy. It stated that osteopaths are seriously at- 
tempting to raise standards and are quite closely fol- 
lowing requirements of schools of medicine. The 
“osteopathic concept” although still in evidence is 
relegated to a position of minor importance in the 
curriculum. The report recommended that the cultist 
appellation be removed from osteopathy, that doctors 
of medicine be invited to accept faculty positions in 
osteopathic colleges, and that the various state medi- 
cal societies rule individually upon the degree of 
local co-operation that shall exist between the two 
groups. 

This report was referred to the Reference Com- 
mittee on Medical Education and Hospitals. They 
held hearings and with one dissenting voice recom- 
mended to the House of Delegates that they were 
“not completely satisfied that the current education 
in colleges of osteopathy is free of the teaching of 
‘cultist’ healing’”’ but approved that doctors of medi- 
cine teach in their schools and that doctors of oste- 
opathy be permitted to enroll in graduate courses 
offered by schools of medicine and that the joint 
committee effort be continued. This resolution was 
defeated by the House of Delegates. 

The dissenting committee member then submitted 
his minority report as follows: “One member of the 
Reference Committee was completely satisfied that 
an appreciable portion of the current education in 
colleges of osteopathy definitely does constitute the 
teaching of ‘cultist’ healing, and is an index that the 
‘osteopathic concept’ still persists in current osteo- 
pathic practice. Since he cannot with good conscience 
approve the recommendation that doctors of medicine 
teach in osteopathic colleges where ‘cultism’ is part 
of the curriculum, he respectfully makes the follow- 
ing recommendations to the House of Delegates: 

“1. That the report of the Committee for the Study 
of Relations between Osteopathy and Medicine be 
received and filed; and that the committee be thanked 
for its diligent work, and be discontinued. 

‘2. That if and when the House of Delegates of 
the American Osteopathic Association, their official 
policy-making body, may voluntarily abandon the 
commonly so-called ‘osteopathic concept,’ with proper 
deletion of said ‘osteopathic concept’ from catalogs 
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of their colleges; and may approach the Trustees of 
the American Medical Association with a request for 
further discussion of the relations of Osteopathy and 
Medicine, then the said Trustees shall appoint an- 
other special committee for such discussion.” 

Section 8 of the Code of Ethics was re-written by 
action of the House of Delegates. This has been 
under discussion for some time and was amended a 
year ago to make it unethical for a physician to dis- 
pense drugs or operate a drug store in a locality 
where such services are otherwise available unless 
approval is obtained from the county medical society 
of the area involved. 

At Atlantic City this position was reversed. Section 
8 now reads, “It is not unethical for a physician to 
prescribe or supply drugs, remedies, or appliances so 
long as there is no exploitation of the patient.” 

The House of Delegates cautioned, however, that 
this section should be interpreted in line with Chap- 
ter I Section 6 which says, “The ethical physician, 
engaged in the practice of medicine, limits the sources 
of his income received from professional activities to 
service rendered the patient... .” 

Numerous resolutions were received on the sub- 
ject of hospital accreditation. After some conflict the 
reference committee recommended that the speaker 
of the House appoint a special committee of seven 
members, none of whom shall be on the A.M.A. 
Council of Medical Education or on the Joint Com- 
mission on the Accreditation of Hospitals, which 
shall make an independent study and survey and 
report at the next annual meeting. All physicians and 
hospitals were invited to submit information perti- 
nent to the question under study. This resolution 
was adopted. 

Among the many other items acted upon at this 
meeting were: a recommendation that the United 
States withdraw from the International Labor Organi- 
zation, a voice of opposition to extension of the 
doctor draft law, and a note of warning that the 
legislatures in some states have studied bills to re- 
strict the entire field of visual care to the profession 
of optometry. 


The medical license of Edwin O. Squire, M.D., 
Coffeyville, was revoked by the Kansas State Board 
of Medical Registration and Examination on June 9, 
1955, following his arraignment before a court in 
Montgomery County on a charge of having per- 
formed a criminal abortion. 


We must translate health into the attitudes and 
behavior patterns of the many if we are to have clean 
and healthy communities.—Henry F. Vaughan, M.D., 
Am. Jnl. Pub. Health, March, 1955. 


383 


SEDGWICK COUNTY SociETY ELECTS 


The following officers to serve in 1956 were 
chosen by the Sedgwick County Medical Society at 
a meeting held in Wichita last month: president, 
Dr. J. Philip Berger; vice-president, Dr. William 
J. Reals; secretary, Dr. James H. Holt; treasurer, 
Dr. Dean A. Huebert; censor, Dr. Lloyd P. Warren. 
Elected to three-year terms on the board of directors 
were Dr. George E. Cowles, Dr. George L. Thorpe, 
and Dr. Lawrence E. Vin Zant. 


VISITING PROFESSOR IN MANILA 


Dr. Ralph H. Major, professor of medicine and 
of the history of medicine at the University of Kan- 
sas School of Medicine, will become emeritus pro- 
fessor this month and has accepted an appointment 
as visiting professor of medicine and honorary chief 
of the department of medicine at the University of 
Manila, Philippine Islands. 

Dr. Major will go to Manila in the fall and plans 
to spend one semester there. He and Mrs. Major 
will then take a world cruise before returning to 
Kansas City, where he will continue cataloguing the 
extensive and valuable Library of the History of 
Medicine, one of the four great history of medicine 
libraries in the United States. 


HEART ASSOCIATION ELECTS 


Dr. G. Loren Norris, Winfield, became president 
of the Kansas Heart Association at its annual meet- 
ing held in Topeka on June 5. Dr. D. R. Bedford, 
Topeka, was named president-elect and will also 
serve a two-year term as delegate to meetings of 
the American Heart Association. Mrs. John C. Nel- 
son, Topeka, was re-elected vice-president; Mr. 
Frank Sullivan, Lawrence, secretary, and Mr. Willard 
J. Breidenthal, Kansas City, treasurer. It was an- 
nounced at the meeting that the retiring president, 
Dr. Clarence W. Erickson, Pittsburyz, recently be- 
came a member of the executive board of the Amer- 
ican Heart Association. 


“Emotional disturbances and physical illnesses 
which have a significant psychological component 
are among the commonest causes for poor attend- 
ance,” said Dr. S. Mouchly Small, of the Univer- 
sity of Buffalo School of Medicine, in an address 
given during a recent Industrial Health Confer- 
ence in New York. “Our greatest problem in indus- 
try today is not production but people.” 
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The world measures success by a number of 
yardsticks. For some amassing wealth is the 
goal; for others it will be position and pres- 
tige; others desire most to gather by any means 
at their command, power and control over 
their fellow men. Fortunately there are, how- 
ever, more worthwhile standards. 

“He has achieved success who has lived well, 
laughed often and loved much; who has gained 
the respect of intelligent men and the love of 
little children; who has filled his niche and 
accomplished his task; who has left the world 
better than he found it, whether by an im- 
proved poppy, a perfect poem, or a rescued 
soul; who has never lacked appreciation of 
earth’s beauty, or failed to express it; who has 
always looked for the best in others and given 
the best he had; whose life was an inspiration ; 
whose memory a benediction.” —Bessie A. Stan- 
ley. 

‘A man asked to define the essential charac- 
teristics of a gentleman—using the term in its 
widest sense—would presumably reply, ‘The 
will to put himself in the place of others; the 
horror of forcing others into positions from 
which he would himself recoil; the power to 
do what seems to him to be right, without 
considering what others may say or think.’ ”— 
John Galsworthy. 

“To be honest, to be kind, to earn a little, 
and to spend a little less, to make upon the 
whole a family happier for his presence, to re- 
nounce when that shall be necessary and not 
to be embittered, to keep a few friends, but 
these without capitulation; above all, on the 
same condition, to keep friends with himself; 
here is a task for all a man has of fortitude 
and delicacy.”—Robert Louis Stevenson. 

“The place to take the true measure of a 
man is not in the darkest place or in the amen 


corner, nor the cornfield, but by his own fire- 
side. There he lays aside his mask and you may 
learn whether he is an imp or an angel, cur or 
king, hero or humbug. I care not what the 
world says of him: whether it crowns him boss 
or pelts him with bad eggs. I care not a copper 
what his reputation or religion may be: if his 
babies dread his homecoming and his better 
half swallows her heart every time she has to 
ask him for a five-dollar bill, he is a fraud of 
the first water, even though he prays night and 
morning until he is black in the face and howls 
hallelujah until he shakes the eternal hills. But 
if his children rush. to the front door to meet 
him and love's sunshine illuminates the face of 
his wife every time she hears his footfall, you 
can take it for granted that he is pure, for his 
home is a heaven—and the humbug never gets 
that near the great white throne of God. He 
may be a rank atheist . . . may buy votes in 
blocks of five, and bet on the elections; .. . 
may deal ‘em from the bottom of the deck ... 
and still be an infinitely better man than the 
cowardly little humbug who is all suavity in 
society but who makes home a hell, who vents 
upon the helpless heads of his wife and children 
an ill nature he would inflict on his fellow men 
but dares not. I can forgive much in that fel- 
low mortal who would rather make men swear 
than women weep; who would rather have the 
hate of the whole world than the contempt of 
his wife; who would rather call anger to the 
eyes of a king than fear to the face of a child.” 
—W. C. Brann. 

“Success lies, not in achieving what you aim 
at, but in aiming at what you ought to achieve, 
and pressing forward, sure of achievement here, 
or if not here, hereafter.” —R. F. Horton. 

What is your definition of, or goal for, suc- 
cess ?—O.R.C. 


384 


TA Z 
| 


Solitary Metastases of Carcinoma 


Tumor Conference 


Edited by Bernard Klionsky, M.D., and Harlan I. Firminger, M.D. 


Dr. Stowell: The finding of solitary metastases of 
carcinoma at times signals the presence of cancer. 
Without pathological examination they are difficult 
to differentiate from primary carcinoma. Two cases 
are presented which provided not only problems in 
clinical diagnosis but also problems in therapy. 


CASE NO. 1 


Dr. Cashion: This is the case of a 40-year-old 
white female who has had intermittent mild head- 
aches for the past 10 or 15 years. Two months ago 
she began having fairly severe suboccipital head- 
aches which were noted when she awoke in the 
early morning. She would vomit and then she would 
feel better and remain well through the day. Three 
weeks ago the headaches became severe and unre- 
lenting and were associated with vomiting through- 
out the day. These symptoms continued until admis- 
sion about six days ago. At that time examination of 
the patient showed her to have bilateral papilledema. 
She was responsive but disoriented, and over a two- 
hour period while she was in the hospital she be- 
came almost stuporous. There were no localizing 
neurological signs. There was no history that would 
suggest a primary malignant tumor elsewhere in 
the body. 

She was admitted late at night and we had some 
difficulty getting in the operating room for a ventric- 
ulogram, so we elected to go ahead with an arterio- 
gram. A right carotid arteriogram was done and it 
showed evidence of hydrocephalus, but there was 
no evidence of tumor within the cerebral hemi- 
spheres. A ventriculogram was then done and this 
showed a block of the aqueduct. Accordingly a sub- 
occipital craniotomy was carried out. The left cere- 
bellar tonsil was herniated through the foramen 
magnum. A needle was inserted into the left cere- 
bellar hemisphere, a tumor was immediately encoun- 
tered, and material was aspirated. This tumor was 
then exposed, and a tumor nodule about 2 cm. in 
diameter, well demarcated from the cerebellar tis- 
sue, was totally removed. This had the gross appear- 
ance of a metastatic nodule. Postoperatively this 
patient has done quite well. 


Cancer teaching activities at the University of Kansas Medical 
Center are aided by grants from the National Cancer Institute, 
U. S. Public Health Service, and the Kansas Division of the 
American Cancer Society. Dr. Klionsky is a Trainee of the 
National Cancer Institute. 


A chest film was obtained yesterday, and perhaps 
it might be interesting to see the x-rays before we 
see the patient. 

Dr. Goertz: The arteriograms Dr. Cashion has 
already interpreted for you. The ventriculograms 
reveal dilated lateral and third ventricles. The aque- 
duct is tapered to a point posteriorly. On all the 
films the fourth ventricle is poorly seen, or not 
seen at all. A film taken to show the posterior horns 
fails to reveal the horn on the right side. Whether 
that is due to artefact or not, I don’t know. The 
chest films show a rather large irregular mass in the 
right middle lobe area (Figure 1). This was reported 


Figure 1. Roentgenogra.a of chest showing circumscribed 
density in right lung. 


without the report available on the other films, and 
Dr. Tice suggested that this might be primary in the 
kidney because kidney tumors are known to have 
single metastases. 

Dr. Stowell: I wonder if we could see the patient 
now? 

Dr. Cashion: There is not much to show in this 
patient in the way of neurological findings, and we 
can only show that she does not have them. 

Dr. Brackett: She really has nothing to show. 
She is still nauseated, but otherwise she has had a 
good postoperative course. Is there anything anybody 
would like to see? 

Dr. Boley: Does she have any enlargement of 
the thyroid? 
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Dr. Brackett: No, sir. 

Dr. Stowell: How long does it take for the papil- 
ledema to regress? 

Dr. Brackett: Severe papilledema usually regresses 
over a period of three or four weeks, plus or minus 
a very wide range. 

Dr. Stowell: Would you discuss this case for us, 
Dr. Brackett ? 

Dr. Brackett: This is Dr. Williamson’s case, but 
this is not an uncommon problem. A patient arrives 
with a very high intracranial pressure, no localizing 
findings, and a short history. In this situation you 
know you are dealing with an expanding lesion, but 
you simply do not have time to carry out the gamut 
of procedures to make an accurate clinical diagnosis. 
I think we made a mistake in not obtaining a chest 
film at the time the ventriculogram was done; there 
is a rule of thumb on this service that all patients 
when admitted should have a chest film for this 
reason. However, in this case the patient’s condition 
constituted a neurosurgical emergency. We would 
have proceeded with craniotomy, even if we had 
known of the chest lesion. 

The arteriogram showed elevation of the anterior 
cerebral artery without a shift, which is indicative 
of hydrocephalus. This was confirmed by the ven- 
triculogram, and the aqueduct was blocked. She 
therefore was considered as a patient who met the 
requirements for exploration. In general, patients 
who have high elevations of pressure but no local- 
izating signs usually have a midline lesion, fre- 
quently related to the ventricular system. I’m not 
quite sure about my hemispheres here, but I know 
one hemisphere looked suspicious, and Dr. William- 
son needled it and opened it and could not visualize 
a tumor. He split the vermis high up and could 
not find the tumor; then he needled the other hem- 
isphere and this time he did find the tumor nodule 
and grossly removed it. The chest film which was 
taken yesterday we have just seen, and I am sure we 
will have some more comment about that. 

Dr. Stowell: Dr. Helwig, will you show us sec- 
tions of the tumor? 

Dr. Helwig: I think you can see it is an anaplas- 
tic type of growth, a rather ragged looking tumor 
with a lot of bizarre nuclei. In some areas it is super- 
ficially invading the brain, but it is quite local. The 
tumor has a tendency to appear in rather large 
groups of cells, often with huge nuclear forms. 
There is no pattern here to suggest a vascular com- 
ponent similar to what we ordinarily anticipate find- 
ing in the mine run of metastatic hypernephroid 
cancer. I'm sure you all appreciate here that we are 
dealing with a highly undifferentiated tumor (Fig- 
ure 2). 
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Figure 2. Photomicrograph of metastatic brain tumor showing 
marked variation and hyperchromaticity of cells. X 115. Hema- 
toxylin and eosin. 


Observe, if you will, these huge nuclei with all 
sorts of massive chromatin granules in them. I am 
not saying that this isn’t possibly an anaplastic type 
of hypernephroma, but I certainly couldn’t say that 
it was either. Of course, as you know, occasionally 
in metastasis from hypernephroma the secondary 
growth is so anaplastic that any suggestion as to its 
primary source is impossible to make. Percentage- 
wise, with a solitary lesion in the lung, and a soli- 
tary lesion in the brain, your best bet would certainly 
be renal cell cancer. We can’t make any such positive 
statements from what we see here. 

I heard of a patient not too long ago who was 
operated on at Cleveland Clinic. The patient came 
in with lesions in the frontal lobe of the brain and 
in the lung. The patient was operated upon, and 
they took out the lesion in the brain and then took 
out the involved lobe of the lung. I found out yes- 
terday that that patient is still alive since the sur- 
gery in 1948 or 1949. So it is a worthwhile proce- 
dure if both tumors can be completely removed. One 
solitary lesion in the lung and one solitary lesion 
in the brain occasionally occur. 

Dr. Stowell: Dr. Helwig, would you like to take 
the kidney out too? 

Dr. Helwig: I think you ought to have a urogram 
and determine her kidney function. 

Dr. Cashion: Routine urinalysis was normal. 

Dr. Stowell: Is there any further discussion you 
would like to make, Dr. Brackett? 

Dr. Brackett: As far as the chest film goes, the 
lesion is probably resectable and we don’t know 
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its nature. About 3 or 4 per cent of all solitary 
brain metastases are the only metastases found in 
the body from either a lung tumor or some other 
primary source. Between 25 and 30 per cent of brain 
metastases from other primaries are solitary tumors. 
These metastases arrive at the brain as emboli and 
lodge at the juncture of the gray and white matter. 
This means that they are frequently easily enucle- 
ated. Many lung tumors grow rather slowly. When 
we can demonstrate a solitary metastasis, it is cer- 
tainly worthwhile to remove it even though we know 
we are dealing with metastatic tumor. 

The ventriculogram suggests maybe another lesion 
in this case. I don’t know what the feeling was about 
this at the time the ventriculogram was done, so I 
can’t comment on it. Was there any discussion about 
this? 

Dr. Cashion: No, it was not discussed because it 
was not constant in all films. 

Dr. Brackett: Since she is in her sixth postoper- 
ative day, the plan is to investigate her and try to 
establish the nature of this lesion. Then we will see 
what other type of surgery should be done or if 
irradiation should be administered. 

Dr. Stowell: Can one rule out the possibility of 
primary lung tumor on the basis of the radiological 
picture here, Dr. Tice? 

Dr. Tice: No, I don’t think so. I reason like Dr. 
Helwig. She is a woman and has a peripheral tumor 
in the lung. You would certainly have to think of 
a primary lung tumor although it is not the most 
common. However, it isn’t too uncommon to have 
solitary metastases from the kidney, even a big 
metastasis. My reasoning was that perhaps they were 
both metastatic. I thought of the kidney as the first 
possibility. If it is anything else, I don’t know what 
it is, although I can’t rule out a primary lung tumor. 

Dr. Stowell: If this turns out to be a primary 
tumor of the kidney with metastases to the lung as 
well as to the brain, would you have any comments 
regarding the possibility of doing a lobectomy in 
such a patient, Dr. Friesen? 

Dr. Friesen: Well, I have been guilty of removing 
solitary metastases which were known to be from 
the kidney. Very interestingly, metastases may be in 
bizarre situations. I remember a patient in whom a 
thyroidectomy was done for removal of a solitary 
nodule which was found, pathologically, to be meta- 
static renal cell carcinoma from the kidney. Following 
this, we took out the kidney, and the patient sur- 
vived several years and then was found dead. 

Another patient with whom I had personal expe- 
rience had a pulsating mass half the size of the 
sternum which was biopsied and found to be vas- 
cular tumor. The surgeons thought it to be an 


aneurysm, but the microscopic sections showed it to 
be a hypernephroma. I removed the sternum and 
someone else removed the kidney, and the patient 
is still alive seven years later but he has a solitary 
metastasis in the vertebral body. For that patient it 
has been worthwhile. He has worked seven years 
and has been healthy. 

Solitary lesions of the lung and of the brain have 
been removed by many surgeons. I think that the 
main problem now is, first, to prove that it does 
come from the kidney, and, second, prove that the 
primary lesion may be removed. Then go after the 
tumor. This is assuming all of you concerned in this 
case feel that such an aggressive effort should be 
made. 

Dr. Stowell: Dr. Williamson, what percentage of 
tumors with which the neurosurgeon is confronted 
represent metastatic tumors rather than primary brain 
tumors ? 

Dr. Williamson: There are a number of series 
published on that, Dr. Stowell, but they don’t mean 
anything because they merely reflect the particular 
material at hand. The percentage at a big veterans’ 
hospital is 60 metastatic tumors!; on the other hand, 
I am sure that in Dr. Cushing’s material? it was a 
very low percentage. I would think that around per- 
haps 30 to 35 per cent were metastatic. 

Editor’s note: This woman’s kidneys were subse- 
quently studied and found to be normal. A thorac- 
otomy was then performed. The right lung was re- 
moved and found to contain a squamous cell bron- 
chogenic carcinoma of the middle lobe of the lung. 
No involved lymph nodes were found. Within three 
weeks after pneumonectomy the patient had recur- 
rence of neurological symptoms. She died at home 
and no autopsy examination was done. 


CASE NO. 2 


Dr. Cashion: The second case is that of a 50-year- 
old white male who was first seen here in 1949 
complaining of hematuria. At that time a retrograde 
pyelogram was done and reported as normal, and 
the patient was told to report back in six weeks for 
another examination. The patient did not return at 
that time, but in 1951 he was seen again with the 
same complaints. At this time a retrograde pyelo- 
gram showed a defect consistent with a tumor of the 
right kidney. Surgery was advised and was per- 
formed by his local physician, who removed a hyper- 
nephroma of the right kidney. The patient then did 
perfectly well until eight days prior to his admission 
about two weeks ago. 

At that time he showed marked weakness of his 
left foot, and over a period of three days this weak- 
ness spread to involve the entire left side of his 
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body, sparing the face. He had no headaches at any 
time during his illness. On examination there was a 
marked left hemiparesis with most involvement in 
the left foot. He had left hyperreflexia and a left 
Babinski. Over the period of the next two or three 
days he developed some hyperreflexia on the right 
side and a right Babinski. An arteriogram and a 
pneumoencephalogram were made, localizing the 
lesion to the right frontal lobe. A craniotomy was 
done, and a small nodule in the right motor area 
for the foot was totally excised. 

The patient is now six days postoperative and he 
is not quite well; he still has some hemiparesis, but 
this is improving. 

Dr. Stowell: Does the patient have things we can 
see? 

Dr. Cashion: Yes. He has weakness in the left 
foot. 

(At this point the patient was brought into the 
conference room and the presence of marked weak- 
ness in the left hand and weakness of the left foot 
was demonstrated to the audience). 

Dr. Stowell: Could we see the x-ray studies 
please ? 

Dr. Goertz: This is a retrograde pyelogram done 
in 1949, which shows nice sharp calices. One slightly 
elongated calyx in the left kidney was felt to be 
within normal limits. 

This is the retrograde pvelogram done in 1951, 
and the man who reported the film felt that there 
was a shadow representing an enlarged right kidney 
and a defect which suggested that there was a tumor 
or at least some sort of lesion in the right kidney. 

The chest film on this admission was reported as 
normal. 

Arteriograms we interpreted as probably normal, 
although it was suggested that there might be a 
slight shift of the anterior cerebral artery to the 
left. On these arteriograms, I believe it was the 
right carotid which was injected, and there is visual- 
ization of the arteries on both sides. 

The pneumoencephalograms show a normal third 
ventricle. The fourth ventricle was seen and was con- 
sidered to be of normal shape. The only positive 
findings are blunting and depression of the anterior 
horns of the lateral ventricles. 

Dr. Stowell: Will you show us the slides on this 
and tell us about them, Dr. Helwig? 

Dr. Helwig: I haven't seen this one, but I under- 
stand that it is a typical hypernephroma. I think 
that you can see the rather large clear cells with a 
tendency to cluster themselves about the blood ves- 
sels. I believe you can also see the clear cytoplasm 
in these cells. I think I would be willing to state 
that this is a metastatic hypernephroma (Figure 3). 
Dr. Klionsky: The only other interesting feature 


Figure 3. Photomicrograph showing clusters of large clear 
tumor cells about blood vessels. X 135. Hematoxylin and eosin. 


about the slide is that around the periphery of this 
tumor there is a recognizable thin rim of compressed 
brain tissue. 

Dr. Brackett: Well, I first must discharge an 
obligation to our residents. Both Dr. Cashion and 
Dr. Lyons felt that there was a tumor haze on the 
arteriogram. I did not, but certainly, in retrospect, 
there is a tumor haze and they were absolutely 
right. There is a little collection of dye in the loca- 
tion of the tumor which is almost the size of the 
tumor nodule we found (Figure 4). 

Dr. Helwig: How large was the tumor, Dr. 
Brackett ? 

Dr. Brackett: It was about the size—I hate to say 
this and use a fruit for comparison—but it was about 
as big as a plum. 

This case was of interest to us in several regards 
because of the beautiful localization which this pa- 
tient had; he was driving down the street in his 
automobile and he suddenly couldn’t press down on 
his accelerator. The weakness then rapidly pro- 
gressed up the leg and involved the arm, and just 
before surgery he had a profound weakness. He had 
some motion, but it wasn’t very much. Otherwise, he 
didn’t have much in the way of findings. However, 
there is this flattening and depression of the frontal 
horn. At surgery, the tumor nodule, as I mentioned, 
was only about the size of a plum and was located 
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in the quadrate lobule, which is the foot and bladder 
area. It fitted beautifully with his clinical symptoms. 
It was surrounded by a great deal of edematous 
brain. The reason that you have some brain in the 
section is that I am sure we did a complete removal 
of the tumor because it was never opened during its 
removal. I also think that his improvement in 
strength merely reflects the improvement in the 
edema rather than removal of the tumor, because his 
foot is still paralyzed. 

The other interesting thing is that this tumor was 
very vascular. I believe it was also vascular micro- 
scopically, and yet it had little in the way of feeding 
vessels. Bleeding was thoroughly controlled and was 
coming from the outside, yet when the tumor was 
needled it was extremely vascular. It is amazing 
that so much blood could reach this tumor so incon- 
spicuously. 

I think this tumor is a solitary metastasis and I 
think the patient will do very well. His other kid- 
ney, incidentally, is free of carcinoma. 

Dr. Stowell: Is there other question or comment 
on this case? 

The interval from the time of removal of the 
kidney and the time of this operation was how long? 

Dr. Brackett: Four years. 

Dr. Stowell: This is an interesting example of a 
renal cell carcinoma with apparently a solitary metas- 
tasis which will be very interesting to follow, and in 
which everyone will be pleased if the patient does 
have a period of productive life following this oper- 
ation. 


Figure 4. Cerebral arteriogram showing haze at the site of the 
metastatic tumor nodule (arrow). 
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U. S. Savings Bonds play an important part in 
both personal and national money management. The 
saver keeps the bond to protect his future; the U. S. 
treasury uses the money to manage the national debt 
so as to protect the nation’s economy. 


DEATH NOTICES 


HAROLD HousTON JONES, Sr., M.D. 


Dr. H. H. Jones, Sr., 63, Winfield internist, 
died at his home on May 30. He had been prac- 
ticing in Winfield since 1916. He was a gradu- 
ate of Washington University School of Medi- 
cine, St. Louis, with the class of 1915. During 
World War I he served in the Army, receiving 
the Silver Star as an award. 

Dr. Jones was active in both county (Cow- 
ley) and state society affairs and had served as 
chairman and member of a number of com- 
mittees, most recently the Committee on Post- 
graduate Study. He was a diplomate of the 
American Board of Internal Medicine and a 
member of the American Heart Association and 
of the American Trudeau Society. He also was 
a fellow of the American College of Physicians, 
had served as governor for Kansas for that 
group, and was a regent of the organization 
at the time of his death. 


JOHN DonavaN M.D. 


Dr. J. D. Clark, 80, an honorary member of 
the Sedgwick County Society, died in a Wichita 
hospital on June 6. He had practiced in Wichita 
from 1901 until his retirement 15 years ago, 
specializing in obstetrics and gynecology. He 
was a member of the Central Association of 
Obstetricians and Gynecologists and was a fel- 
low of the American College of Surgeons. 

Dr. Clark, who came to Kansas immediately 
after his graduation from Northwestern Uni- 
versity Medical School, was a charter member 
of the Sedgwick County Medical Society, origi- 
nally the Wichita Academy of Medicine, which 
he served as president in 1908. He is thought 
to be the first physician in Kansas who spe- 
cialized in obstetrics. 
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Antabuse as an Adjunct in the Treatment 
of Chronic Alcoholism 


Samuel Rapport, M.D. 
Kansas City, Kansas 


INTRODUCTION 


Since the end of World War II a scientific and 
intelligent approach to chronic alcoholism has grown 
out of an increasing awareness of this important indi- 
vidual as well as public health problem. The cost to 
society of sudden deaths by violence or suicide, physi- 
cal deterioration, and moral disintegration produced 
by alcohol is appalling. Few individuals escape being 
touched by alcoholism either by personal experience 
or by contact with alcoholic relatives or close friends. 

At the present development of our knowledge con- 
cerning chronic alcoholism there is no general agree- 
ment as to etiology, dynamics, and therapy. This 
should not be construed as therapeutic nihilism, since 
promising results have been obtained with many dif- 
ferent treatment techniques. Vogel’ feels that no mat- 
ter what kind of therapy is used—whether it be or- 
ganic or psychological, whether it be aversion therapy, 
nutritional, hormone, psychotherapy, Alcoholics 
Anonymous, antabuse or any combination of the 
above—results depend on the degree of motivation 
and that an initially well motivated patient is likely 
to do well in any therapy. 

The purpose of this paper is to discuss the use of 
tetraethylthiuram disulfide (antabuse) as one of the 
effective therapeutic tools in treatment of chronic al- 
coholism. 

HISTORY 


Two Danish physicians, Jacobsen and Hald, were 
investigating the possibility of using tetraethylthiuram 
disulfide (TETD) as an anthelmintic in 1947. The 
two men had been taking the drug to look for toxic 
effects, and they became ill after cocktails had been 
served at an evening party. After this unexpected 
initial experience, they found that this ability of tetra- 
ethylthiuram disulfide to “‘sensitize’’ a person to the 
ingestion of alcohol was reproducible. They sug- 
gested it be given a trial in alcoholism. The first Eng- 
lish language report of their work appeared in the 
Lancet in 1948.? 

Martensen-Larsen,* their co-worker, conducted a 
series of clinical experiments that demonstrated the 
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intense discomfort experienced by persons on anta- 
buse following consumption of alcohol. They con- 
cluded that the drug might be useful in treating alco- 
holism in that not only was psychologic aversion 
induced but also physiologic intolerance. Such intol- 
erance to alcohol remained manifest so long as the 
patient continued to ingest small doses of the drug. 


PHARMACOLOGY 


A. Mode of Action 

Antabuse interferes with the metabolic degrada- 
tion of alcohol in the body by an inhibition of acetal- 
dehyde metabolism which arises from the oxidation 
of alcohol.‘ In vitro experiments indicate that the 
predominant action of antabuse is on liver xanthine 
oxidase, an enzyme known to metabolize acetalde- 
hyde.® ° Thus, the acetaldehyde concentration in the 
blood of patients receiving antabuse is found to be 
seven to ten times the usual level following ingestion 
of alcohol. Correlation of the acetaldehyde accumu- 
lation with the symptoms following ingestion of 
alcohol in antabuse-treated patients has been con- 
firmed by observing the effect of intravenous admin- 
istration of acetaldehyde on untreated subjects. Anta- 
buse does not affect the rate of alcohol elimination 
from the body.? 

One explanation of the action of acetaldehyde is 
that the increased blood level of acetaldehyde acts as 
a sympathomimetic drug. Antabuse was found to pro- 
long the vasodilating phase of the response of specific 
sympathomimetic receptor cells to acetaldehyde.® 
Antabuse is slowly absorbed by and slowly excreted 
from the gastrointestinal tract. It must be taken at 
least 12-24 hours prior to a test dose of alcohol to 
produce the desired unpleasant effect. Approximately 
20 per cent is excreted in the feces during the first 
two or three days following its administration.? ° 
Symptoms have followed the ingestion of alcohol 
seven to eight days, with reports of reactions as much 
as 20 days after discontinuance of the drug.’° It has 
not been found in the urine. The liver appears to 
play some role in detoxification." 


DOSAGE 


The drug is distributed in 0.5 gm. tablets and is 
given orally. Various dosage schedules have been 
recommended. The usual dosage schedule is one tab- 
let daily for a period of two weeks, following which 
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time an antabuse-alcohol drinking trial may be insti- 
tuted. Treatment should not be instituted in the 
presence of alcoholic intoxication. The patient should 
be instructed that antabuse will not be started until 
he has been free of alcohol for at least four days.* 1 

Recently Martensen-Larsen’ altered this schedule 
on the basis of his experience in treating more than 
2,000 patients over a five-year period. He recom- 
mends 15 mg. per kg. of body weight given on the 
first consultation visit to non-intoxicated patients. In 
the event that the patient is intoxicated, Martensen- 
Larsen recommends antabuse, nevertheless, in a re- 
duced dosage (i.e. 7.5 mg. per kg.) and always in 
combination with an antihistaminic drug and 5 gm. 
of sodium chloride. This combination prevents nau- 
sea and vomiting while providing sufficient sedation. 
Furthermore, symptoms of hangover and craving for 
alcohol are reduced rapidly. 

He has used this technique since June, 1951, in 
treating approximately 1,000 patients and feels there 
is no contraindication for the use of this method to 
sober up intoxicated patients. He has found the 
average daily maintenance dose to be 200 mg., with 
variation of a minimum dose of 50 mg. to a maxi- 
mum of 500 mg. He feels there are no side effects so 
serious as to require discontinuance of treatment. 

During the first few months the patient is taking 
antabuse he should be seen at weekly intervals. This 
affords an opportunity to observe him for evidence of 
toxicity, to adjust the dosage, and to determine how 
he is progressing under enforced sobriety. He should 
be allowed to describe spontaneously any discomfort 
the antabuse may be causing him. Unduly stressing 
possible toxic symptoms may lead to various unre- 
lated sensations being attributed to the medication. 

The maintenance dose must be individualized, de- 
pending on the patient’s response to the drug and 
the severity of reaction occurring if he drinks. With 
a well-adjusted maintenance dose of antabuse and 
the ingestion of six cc. of absolute alcohol, a slight 
sensation of heat, redness, and acceleration of pulse 
rate should be the only symptoms seen. It has been 
found that sensitivity to antabuse and intolerance to 
alcohol, as well as the appearance of undesirable 
side effects, will increase until a maximum is reached 
within the first three months of treatment if the med- 
ication is taken continuously.‘ During these months 
it is important not to establish any fixed maintenance 
dose but to follow the patient at regular intervals 
and make indicated adjustments of dosage. 


TOXICITY 


Antabuse is of low toxicity when used in the rec- 
ommended dosage, and no deaths have been reported 
which are attributable to the drug alone. Numerous 
side effects have been reported. Martensen-Larsen® 
reports that in a series of 600 patients being treated 
with daily maintenance doses of antabuse ranging 
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from 0.25-0.75 gm., the following side effects were 
noted: 

1. Fatigue during the day, one of the first symp- 
toms to develop. 

2. Drowsiness—Patient may fall asleep during the 
day while sitting in a chair. 

3. Morning sleepiness—Some patients complain of 
inability to wake up in the morning and may sleep 
right through the ringing of the alarm. 

4, Gastrointestinal symptoms sometimes present, 
indigestion or mild diarrhea. 

5. Headaches and dizziness noticed by some indi- 
viduals, a definite indication of overdosage. 

6. Reduced vitality and impaired memory. Mar- 
tensen-Larsen’® believes impaired memory may con- 
stitute the initial symptom of a psychotic reaction due 
to toxicity and not to withdrawal of alcohol. This is 
provoked by an unnecessarily high dosage of anta- 
buse. When these early symptoms are noted, they 
can be alleviated by reducing the dosage. 

7. Reduced libido and diminished potency. These 
complaints are frequent and usually occur after sev- 
eral weeks of treatment. Investigation reveals that 
the majority of patients making these complaints 
have always been impotent unless drunk. 

8. Muscular sensations usually described as a 
sensation of heaviness in the arms or legs. 

9. Allergic skin reactions which may take many 
forms but usually appear as small pustules on the 
extremities and the body. These reactions are rare 
and are easily controlled with antihistaminics. 

10. Psychotic reactions—Many psychotic reactions 
have been reported during antabuse therapy.?® 17 18 
Bennett ef al.1® reported six transient psychotic reac- 
tions. All patients in this series had symptoms asso- 
ciated with organic brain damage as impairment of 
recent memory, disorientation, and confusion. Some 
investigations seem to indicate that the action of the 
drug interferes with oxygen utilization of nervous 
tissue. Bennett suggests this property as a basis for 
the psychotic phenomenon. All of the above series 
had remissions of symptoms when the drug was dis- 
continued. 

Bowman et al.?° reported ten psychotic reactions, 
six being severe depressions, two schizophrenic epi- 
sodes, one paranoid reaction, and one with a transi- 
tory manic depressive state. Bowman believed these 
were due to withdrawal of alcohol and not toxic 
effect of antabuse. 

Strecker and Lathbury*! reported two psychotic 
reactions in two patients whose physical and neuro- 
logical examinations were completely negative before 
and after the psychotic episodes. They suggest the 
cause of the reactions was the taking away of the 
alcohol defense mechanism, resulting in complete 
personality disintegration. 

Other side effects reported include anemia, a cere- 
bral vascular accident,** and agranulocytosis.*® Chev- 
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INTRODUCTION 


Since the end of World War II a scientific and 
intelligent approach to chronic alcoholism has grown 
out of an increasing awareness of this important indi- 
vidual as well as public health problem. The cost to 
society of sudden deaths by violence or suicide, physi- 
cal deterioration, and moral disintegration produced 
by alcohol is appalling. Few individuals escape being 
touched by alcoholism either by personal experience 
or by contact with alcoholic relatives or close friends. 

At the present development of our knowledge con- 
cerning chronic alcoholism there is no general agree- 
ment as to etiology, dynamics, and therapy. This 
should not be construed as therapeutic nihilism, since 
promising results have been obtained with many dif- 
ferent treatment techniques. Vogel' feels that no mat- 
ter what kind of therapy is used—whether it be or- 
ganic or psychological, whether it be aversion therapy, 
nutritional, hormone, psychotherapy, Alcoholics 
Anonymous, antabuse or any combination of the 
above—results depend on the degree of motivation 
and that an initially well motivated patient is likely 
to do well in any therapy. 

The purpose of this paper is to discuss the use of 
tetraethylthiuram disulfide (antabuse) as one of the 
effective therapeutic tools in treatment of chronic al- 
coholism. 

HISTORY 


Two Danish physicians, Jacobsen and Hald, were 
investigating the possibility of using tetraethylthiuram 
disulfide (TETD) as an anthelmintic in 1947. The 
two men had been taking the drug to look for toxic 
effects, and they became ill after cocktails had been 
served at an evening party. After this unexpected 
initial experience, they found that this ability of tetra- 
ethylthiuram disulfide to “‘sensitize’’ a person to the 
ingestion of alcohol was reproducible. They sug- 
gested it be given a trial in alcoholism. The first Eng- 
lish language report of their work appeared in the 
Lancet in 1948.? 

Martensen-Larsen,* their co-worker, conducted a 
series of clinical experiments that demonstrated the 


This is one of 11 theses, written by fourth year students at 
the University of Kansas School of Medicine, selected for publi- 
cation by the Editorial Board from a group judged to be the 
best by the faculty at the school. This paper received honorable 
mention in the 1954 Phi Chi award contest. Dr. Rapport has 
= completed internship at the University of Kansas Medical 

‘enter. 


intense discomfort experienced by persons on anta- 
buse following consumption of alcohol. They con- 
cluded that the drug might be useful in treating alco- 
holism in that not only was psychologic aversion 
induced but also physiologic intolerance. Such intol- 
erance to alcohol remained manifest so long as the 
patient continued to ingest small doses of the drug. 


PHARMACOLOGY 


A. Mode of Action 

Antabuse interferes with the metabolic degrada- 
tion of alcohol in the body by an inhibition of acetal- 
dehyde metabolism which arises from the oxidation 
of alcohol.* In vitro experiments indicate that the 
predominant action of antabuse is on liver xanthine 
oxidase, an enzyme known to metabolize acetalde- 
hyde.® © Thus, the acetaldehyde concentration in the 
blood of patients receiving antabuse is found to be 
seven to ten times the usual level following ingestion 
of alcchol.? Correlation of the acetaldehyde accumu- 
lation with the symptoms following ingestion of 
alcohol in antabuse-treated patients has been con- 
firmed by observing the effect of intravenous admin- 
istration of acetaldehyde on untreated subjects. Anta- 
buse does not affect the rate of alcohol elimination 
from the body.? 

One explanation of the action of acetaldehyde is 
that the increased blood level of acetaldehyde acts as 
a sympathomimetic drug. Antabuse was found to pro- 
long the vasodilating phase of the response of specific 
sympathomimetic receptor cells to acetaldehyde.® 
Antabuse is slowly absorbed by and slowly excreted 
from the gastrointestinal tract. It must be taken at 
least 12-24 hours prior to a test dose of alcohol to 
produce the desired unpleasant effect. Approximately 
20 per cent is excreted in the feces during the first 
two or three days following its administration.?: 
Symptoms have followed the ingestion of alcohol 
seven to eight days, with reports of reactions as much 
as 20 days after discontinuance of the drug.’° It has 
not been found in the urine. The liver appears to 
play some role in detoxification.1! 


DOSAGE 


The drug is distributed in 0.5 gm. tablets and is 
given orally. Various dosage schedules have been 
recommended. The usual dosage schedule is one tab- 
let daily for a period of two weeks, following which 
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time an antabuse-alcohol drinking trial may be insti- 
tuted. Treatment should not be instituted in the 
presence of alcoholic intoxication. The patient should 
be instructed that antabuse will not be started until 
he has been free of alcohol for at least four days.* 1” 

Recently Martensen-Larsen** altered this schedule 
on the basis of his experience in treating more than 
2,000 patients over a five-year period. He recom- 
mends 15 mg. per kg. of body weight given on the 
first consultation visit to non-intoxicated patients. In 
the event that the patient is intoxicated, Martensen- 
Larsen recommends antabuse, nevertheless, in a re- 
duced dosage (i.e. 7.5 mg. per kg.) and always in 
combination with an antihistaminic drug and 5 gm. 
of sodium chloride. This combination prevents nau- 
sea and vomiting while providing sufficient sedation. 
Furthermore, symptoms of hangover and craving for 
alcohol are reduced rapidly. 

He has used this technique since June, 1951, in 
treating approximately 1,000 patients and feels there 
is no contraindication for the use of this method to 
sober up intoxicated patients. He has found the 
average daily maintenance dose to be 200 mg., with 
variation of a minimum dose of 50 mg. to a maxi- 
mum of 500 mg. He feels there are no side effects so 
serious as to require discontinuance of treatment. 

During the first few months the patient is taking 
antabuse he should be seen at weekly intervals. This 
affords an opportunity to observe him for evidence of 
toxicity, to adjust the dosage, and to determine how 
he is progressing under enforced sobriety. He should 
be allowed to describe spontaneously any discomfort 
the antabuse may be causing him. Unduly stressing 
possible toxic symptoms may lead to various unre- 
lated sensations being attributed to the medication. 

The maintenance dose must be individualized, de- 
pending on the patient’s response to the drug and 
the severity of reaction occurring if he drinks. With 
a well-adjusted maintenance dose of antabuse and 
the ingestion of six cc. of absolute alcohol, a slight 
sensation of heat, redness, and acceleration of pulse 
rate should be the only symptoms seen. It has been 
found that sensitivity to antabuse and intolerance to 
alcohol, as well as the appearance of undesirable 
side effects, will increase until a maximum is reached 
within the first three months of treatment if the med- 
ication is taken continuously.‘ During these months 
it is important not to establish any fixed maintenance 
dose but to follow the patient at regular intervals 
and make indicated adjustments of dosage. 


TOXICITY 


Antabuse is of low toxicity when used in the rec- 
ommended dosage, and no deaths have been reported 
which are attributable to the drug alone. Numerous 
side effects have been reported. Martensen-Larsen® 
reports that in a series of 600 patients being treated 
with daily maintenance doses of antabuse ranging 
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from 0.25-0.75 gm., the following side effects were 
noted: 

1. Fatigue during the day, one of the first symp- 
toms to develop. 

2. Drowsiness—Patient may fall asleep during the 
day while sitting in a chair. 

3. Morning sleepiness—Some patients complain of 
inability to wake up in the morning and may sleep 
right through the ringing of the alarm. 

4. Gastrointestinal symptoms sometimes present, 
indigestion or mild diarrhea. 

5. Headaches and dizziness noticed by some indi- 
viduals, a definite indication of overdosage. 

6. Reduced vitality and impaired memory. Mar- 
tensen-Larsen’® believes impaired memory may con- 
stitute the initial symptom of a psychotic reaction due 
to toxicity and not to withdrawal of alcohol. This is 
provoked by an unnecessarily high dosage of anta- 
buse. When these early symptoms are noted, they 
can be alleviated by reducing the dosage. 

7. Reduced libido and diminished potency. These 
complaints are frequent and usually occur after sev- 
eral weeks of treatment. Investigation reveals that 
the majority of patients making these complaints 
have always been impotent unless drunk.'® 

8. Muscular sensations usually described as a 
sensation of heaviness in the arms or legs. 

9. Allergic skin reactions which may take many 
forms but usually appear as small pustules on the 
extremities and the body. These reactions are rare 
and are easily controlled with antihistaminics. 

10. Psychotic reactions—Many psychotic reactions 
have been reported during antabuse therapy.?® 17) 18 
Bennett ef al.® reported six transient psychotic reac- 
tions. All patients in this series had symptoms asso- 
ciated with organic brain damage as impairment of 
recent memory, disorientation, and confusion. Some 
investigations seem to indicate that the action of the 
drug interferes with oxygen utilization of nervous 
tissue. Bennett suggests this property as a basis for 
the psychotic phenomenon. All of the above series 
had remissions of symptoms when the drug was dis- 
continued. 

Bowman ef al.?° reported ten psychotic reactions, 
six being severe depressions, two schizophrenic epi- 
sodes, one paranoid reaction, and one with a transi- 
tory manic depressive state. Bowman believed these 
were due to withdrawal of alcohol and not toxic 
effect of antabuse. 

Strecker and Lathbury*! reported two psychotic 
reactions in two patients whose physical and neuro- 
logical examinations were completely negative before 
and after the psychotic episodes. They suggest the 
cause of the reactions was the taking away of the 
alcohol defense mechanism, resulting in complete 
personality disintegration. 

Other side effects reported include anemia, a cere- 
bral vascular accident,** and agranulocytosis.*® Chev- 
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ens** reports that a small group of psychopathic per- 
sons and labile psychoneurotics gave evidence of hav- 
ing become addicted to antabuse. Larimer’® feels that 
most side effects of antabuse (with the exception of 
drowsiness) are controlled with brief directive psy- 
chotherapy, for he feels they are due to anxiety 
aroused in an alcoholic who has been deprived of 
his vital supporting crutch—alcohol. 


TESTING WITH ALCOHOL 


After a total of 4 gm., or a “‘sensitizing” dose, 
has been taken over a period of time, the patient may 
be given a test dose of alcohol. This testing demon- 
strates to the patient what will happen if he drinks 
while taking antabuse; it produces some aversion to 
alcohol; and, depending on the severity, it is an aid 
in determining the maintenance dose. In the past, 
30-60 cc. of 80-proof whiskey was given. However, 
due to the unpredictable severity of the reaction in 
some patients, MacDonald and Ebaugh’* suggest the 
following more conservative testing method. 

The patient is given 15 cc. of his favorite 100- 
proof spirit. If no response occurs within 20 min- 
utes, the 15 cc. dose is repeated. If a response still 
does not occur, another 15 cc. dose is given after 20 
minutes have elapsed. If the patient does not have 
a satisfactory reaction after 45 cc. of whiskey, the 
test should be repeated in one week and it may be 
advisable to increase the initial dosage of antabuse. 
The patient should be tested in t). hospital with 
close medical sup“rvision. 

When there are relative contraindications to the 
alcohol-antabuse reaction, the trial with alcohol 
should be eliminated. The effectiveness of antabuse 
as a deterrent to drinking lies in creating fear of a 
reaction, not in development of actual aversion to 
alcoholic beverages. 

Although the only absolute contraindication to the 
use of antabuse is congestive heart failure and coro- 
nary artery disease,*;1* extreme caution in its use 
must always be exercised. The alcohol test is usually 
omitted in the presence of the following conditions 
also: hepatic cirrhosis, goiter, epilepsy, pregnancy, 
and chronic or acute nephritis. If the risk of therapy 
with antabuse is outweighed by the seriousness of 
chronic alcoholism in a particular patient, he should 
be placed on a dosage schedule adjusted to the 
smallest amount which will cause a slight flushing, 
slight increase in pulse rate, and a mild dyspnea of 
15 to 20 minutes duration, following the ingestion 
of a single 6 cc. dose of absolute alcohol.** 

The patient should be advised of the danger of 
alcohol consumption while on antabuse and cautioned 
as to the alcoholic content in cough mixtures and 
proprietary sedatives. These patients must never be 
given paraldehyde. An alcohol-antabuse reaction fol- 
lowing the local use of an after-shave lotion contain- 
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ing 50 per cent alcohol has been reported.** It is also 
wise for the patient to carry an identification card 
stating he is on antabuse therapy and if found ill or 
drunk should be taken to the hospital. 

Since no similar series of patients tested with alco- 
hol as compared to those not tested has been reported, 
the therapeutic benefit of testing is difficult to evalu- 
ate. Many investigators*: 1° *4 feel that testing is not 
an important factor in determining whether or not 
treatment with antabuse will be successful. Inasmuch 
as individual severity of reaction cannot be predicted, 
testing with alcohol may be extremely hazardous. 


ALCOHOL-ANTABUSE REACTION 


Raby* carefully observed 39 patients during alco- 
hol-antabuse reactions and reports the following 
course of events. The reaction starts very soon after 
the intake of alcohol by persons ‘‘sensitized” with 
antabuse, and its course is then typical, though with 
distinct individual differences. 

Within a few minutes, averaging seven-eight, an 
observable cutaneous flush begins in the face, and 
the patient may complain of a feeling of fullness in 
his head. The conjunctivae become injected and 
slightly edematous. At the same time the expiratory 
air may begin to smell of acetaldehyde. As the reac- 
tion continues the flush spreads, typically to the 
upper part of the thorax but in some cases univer- 
sally. The skin then becomes hot but often is blotched 
with intervening pale areas which feel cold in rela- 
tion to the surrounding red areas. 

Soon after, on the average of 25 minutes, the pulse 
rate increases. There is a maximal rise averaging 40 
beats per minute (varying from 16 to 72). In a num- 
ber of cases the blood pressure rises and then falls 
again. The most marked alteration occurs in the 
diastolic pressure which may be unobtainable. It is 
believed that the rise of the pulse rate under the in- 
fluence of acetaldehyde is due to a direct action on 
the myocardium, whereas the rise of blood pressure 
is effected by the carotid sinus and by direct influence 
on the peripheral vessels. The hypotensive state 
which frequently follows the initial rise in blood 
pressure has been referred to as ‘‘acetaldehyde shock.” 

In some cases there is a characteristic, loud, dry 
and “barking” cough. The time of its occurrence 
varies greatly, from 3 to 64 minutes after the intake 
of alcohol. Its cause may be an influence of the 
respiratory center or irritation of the tracheal mucous 
membrane. 

Subjectively patients frequently complain of head- 
ache, which might be explained by dilatation of the 
intracranial vessels. Such headaches begin from 4 to 
120 minutes after the intake of alcohol. Patients also 
complain of palpitations, a sensation of throbbing in 
the throat, and dyspnea. Gradually fatigue, weakness, 
dizziness, and intense sleepiness occur. 
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Later, from 16 minutes to an hour, nausea and 
vomiting often occur. In some cases the vomitus is 
blood streaked. Some patients complain of a desire 
to urinate yet are unable to void. Others complain of 
rumbling and gurgling in the abdomen and flatu- 
lence. A few develop violent colicky pain in the 
abdomen. Some patients develop hyperesthesias and 
paresthesias in the form of a sensation of numbness 
in the hands or feet. 

Late in the course of the reaction, fatigue becomes 
predominant with feelings of sleepiness, and the 
reaction is generally concluded by the patient falling 
asleep. During sleep, small clonic twitches in the 
arms and legs have occasionally been observed. Con- 
vulsions have been observed in a few patients and 
are probably due to intense hyperventilation. °° 
Alcohol alone may increase or reduce ventilation 
whereas increased ventilation with a reduced carbon 
dioxide content in the expired air is regularly found 
in the course of an alcohol-antabuse reaction. Inhala- 
tion of oxygen brings about a reduction of ventila- 
tion but produces no subjective improvement.?* 

Some patients may show a nystagmus, ataxic gait, 
and poor co-ordination during the reaction, having 
the appearance of being severely inebriated. 

The subjective complaints, cutaneous flush, hypo- 
tension, and tachycardia may continue from 45 min- 
utes to two hours. Occasionally, however, the symp- 
toms may be of longer duration. 

Once the patient becomes lethargic and drowsy, he 
will fall asleep if undisturbed. The sleep may last 
from 30 minutes to three hours and appears to be 
roughly proportional to the severity of the reaction.*° 
After the patient awakens he usually feels better. It 
is necessary to keep the patient under constant sur- 
veillance from four to six hours after he has taken 
alcohol. In one reported case,*° a 26-year-old man, 
without evident pathology, seemingly recovered from 
a reaction only to be found dead an hour later. The 
autopsy revealed congestive heart failure as the cause 
of death. 

Extremely severe and dangerous reactions in anta- 
buse-treated patients who have ingested alcohol have 
been reported. These reactions have consisted chiefly 
of cardiovascular complications involving severe 
hypotension, cardiac arrhythmia, electrocardiographic 
evidence of myocardial ischemia, and even myocar- 
dial infarction in individuals with previously normal 
electrocardiograms.** Most of these reactions have 
been caused by excessive trial doses of alcohol, too 
high a dosage of antabuse, or by resumption of 
drinking during the initial stages of treatment. Thi- 
mann*! reports an instance of cardiac standstill in a 
previously healthy 56-year-old man. 

Raby®* reports that changes in the electrocardio- 
gram are seen in most patients after the administra- 
tion of antabuse and alcohol to produce a clinical 


reaction. These changes are typical and transitory. 
They generally consist of two types: (1) flattening 
of the T waves only and (2) flattening of the T 
waves with depression of the S-T segments. He be- 
lieves these changes may be associated with a change 
in the potassium level of the blood. Other studies re- 
veal depression of the S-T segment in leads I and II 
and are thought to be similar to the depression found 
in digitalis intoxication and coronary insufficiency. 

Several deaths have been reported following the 
test drink of alcohol in antabuse-treated patients.*% 
Throughout the world 26 fatalities associated with 
the use of antabuse have been reported as of 1952. 
Seven of these appeared directly related to the alco- 
hol-antabuse reaction.*+ 

The untoward reactions and deaths which have 
accompanied the use of antabuse should emphasize 
the importance of continuous medical supervision for 
these patients. Physicians should warn patients 
against drinking while on antabuse and caution rela- 
tives of the extreme danger of secret administration 
of the drug. 

Various measures have been suggested to counter- 
act the effects of a severe alcohol-antabuse reaction. 
The low blood pressure may respond to ephedrine 
sulfate and ascorbic acid given intravenously. Lester 
et al.*5 maintain that glucose-saline infusion, oxygen 
inhalation, and elevation to shock position are ade- 
quate measures. Brunner-Orne** reports nikethamide 
and oxygen are of definite value. Others*: 1* have 
found intravenous administration of any standard 
antihistamine will ameliorate an unduly severe reac- 
tion. The reported effectiveness of these methods in 
altering the reaction varies greatly. 

There are a few patients who show no response to 
the alcoholic test even when they have been on doses 
as high as 1 gm. a day and 60 cc. of whiskey are 
taken. These patients are usually long standing alco- 
holics over 40 years of age.*7 


SELECTION OF PATIENTS 


A. Physical evaluation 

In selecting patients to be treated with antabuse, a 
careful medical history together with physical and 
neurological examination is essential. Patients with 
coronary artery disease or cardiac decompensation 
from any cause ate poor candidates for antabuse 
therapy. Most investigators believe the presence of 
these conditions is an absolute contraindication to 
use of antabuse. Diabetes mellitus, thyrotoxicosis, 
hepatic cirrhosis, and nephritis are not absolute con- 
traindications to the use of this drug, but such pa- 
tients need careful appraisal. One should also main- 
tain a conservative attitude with elderly patients and 
women who ate pregnant since the alcohol-antabuse 
reaction involves risk of injury to the fetus. 

The physical evaluation should include a chest 
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film, a complete urinalysis, and blood count. A 
bromsulfalein test is advisable, and a retention of 
more than 15 per cent of the dye in 30 minutes is 
considered sufficient reason to delay the treatment 
until liver function is improved. In view of the elec- 
trocardiographic changes occurring during the alco- 
hol-antabuse reaction, an electrocardiogram should 
be taken routinely; if the individual has evidence of 
coronary artery disease or myocardial infarction, this 
method of treatment should not be used. 


B. Psychiatric evaluation 

Psychiatric and psychological examination is rec- 
ommended prior to institution of therapy. Treatment 
is more likely to prove of value with patients show- 
ing no evidence of psychotic trends. When alcohol- 
ism is a symptom of an underlying schizophrenia or 
other psychosis, psychoneurosis, or psychopathic dis- 
order, the use of antabuse is contraindicated. Border- 
line schizophrenic adjustments, as well as character 
neuroses with transitional schizophrenic components 
that may be easily overlooked, should be watched for 
particularly. Lemere** points out that most authorities 
warn against the use of antabuse in unstable or emo- 
tionally disturbed alcoholics, on the theory that if 
the important defense mechanism of drinking is for- 
bidden the patient will explode with some even more 
destructive behavior. Lemere finds in his experience 
that this type of patient does quite well on antabuse. 

Its use is also contraindicated in Korsakoff’s syn- 
drome and other organic brain diseases associated 
with impairment of judgment and memory. These 
patients cannot appreciate the danger involved in this 
type of therapy and may continue to drink while 
taking the drug. 

The projective, hostile person who feels threatened 
by help and who has difficulty in forming inter- 
personal relationships is usually a poor candidate. 
Individuals who show a capacity to develop sustained 
interpersonal relationships and who have some utiliz- 
able dependency traits appear to be suitable candi- 
dates. Those who drink because of depression 
should not be treated with antabuse because of the 
danger of suicide.’® When barbiturates are used for 
sedation in antabuse treated patients, addiction to 
the barbiturate may occur. A patient showing both 
habituation to alcohol and to barbiturates will usu- 
ally compensate for his inability to drink by increas- 
ing his intake of barbiturates. 

It is important to evaluate the patient’s motivation 
for cure, for the commonest contraindication is lack 
of motivation. The patient must not be pressured 
into accepting antabuse therapy. If a sincere desire 
to stop drinking is not established, the drug offers 
little hope for a cure.® 15 

Although factors concerning physical health which 
are important in the proper selection of patients are 


pretty much agreed upon, much difference of opinion 
is found in reference to selection criteria related to 
psychiatric suitability. Jacobson*® feels that an alco- 
holic is amenable to treatment only when he has a 
serious realization of the effects of alcohol on his 
life, and this realization usually comes to him when 
crises arise and often bring considerable pressure to 
bear upon the patient. Jacobson feels these patients 
are suitable candidates for treatment regardless of 
outside pressure exerted against them. 


PSYCHIATRIC IMPLICATIONS 


Dale and Ebaugh*® point out that antabuse therapy 
has important psychological as well as biochemical 
reactions. As a result of the alcohol-antabuse reac- 
tion, a certain amount of conditioning is inevitable. 
During this time the patient experiences a situation 
similar to the conditioned reflex therapy of alcohol- 
ism. The prime therapeutic effect, however, is the 
realization of the patient that he is physiologically 
intolerant to alcohol. 

The taking of antabuse also has some symbolic 
significance for the patient.*7 The taking of medicine 
regularly is definitive evidence to the patient, to the 
patient’s family, and to his friends that the patient is 
ill, that he has consulted a physician about this ill- 
ness, and that a remedy has been prescribed. This 
allows the patient to live more comfortably with 
himself, and to some extent his illness diminishes the 
rejective attitude his family and friends may have 
toward him. In situations of pressure, where other- 
wise the alcoholic might be induced to drink exces- 
sively, he refrains from doing so. Since illness is an 
acceptable excuse, the alcoholic when encouraged to 
drink can say, “No, it makes me ill,” much more 
easily than he can offer some other reason for declin- 
ing the invitation. 

The psychological effects of alcohol withdrawal 
may take various forms, depending on the patient's 
underlying mental and personality disturbance. Some 
patients develop hypochondriacal states. Others may 
show increased hostility or anxiety reactions. A few 
patients turn to other habituations such as barbitu- 
rates. In most instances the patient himself can suc- 
cessfully handle changes in the life pattern resulting 
from withdrawal of alcohol without serious person- 
ality alterations. 


THE EFFECTIVENESS OF ANTABUSE THERAPY 


The true effectiveness of antabuse therapy is ex- 
tremely difficult to evaluate. The criterion of cure 
employed by various investigators varies considerably. 
Everything from complete abstinence to abstinence of 
longer duration than occurred prior to treatment has 
been employed as the criterion of cure. In most 
series reported, other forms of therapy were com- 
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DRAMAMINE® IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


Il. False Dizziness 


2. Inability to Walk 
a Straight Line 


1. Romberg’s Sign 


The patient stands with his 
feet together and his eyes 
closed. Inability to maintain 
equilibrium may indicate lo- 
comotor ataxia or sclerosis of 
the posterior columns of the 
spinal cord (tabes dorsalis). 


False dizziness is a sensation of sinking or 
lightheadedness which is often of psycho- 
genic origin. It should be distinguished from 
true “dizziness” or vertigo! in which there is 
a definite whirling, moving sensation. 

Unsteadiness, lightheadedness and similar 
manifestations of false dizziness? may be psy- 
chogenic or the result of arteriosclerosis, hy- 
poglycemia, drug sensitivity and general 
metabolic disturbances such as anemia and 
malnutrition. Hypertension is often the cause 
of these symptoms. 

Psychogenic dizziness probably originates 
at the highest brain centers. It may be de- 
scribed as a sense of uncertainty with occa- 
sional mild lurching but not to the point of 
falling. In these patients there is no nausea, 
no disturbance of vestibular pathways and 
otologic and neurologic examinations are 
negative. The sensation is unaffected by head 
movement. Symptoms usually disappear? 
with complete rest. 


3. Inability to Stand on 
One Foot 


A patient’s inability to stand 
on one foot without lurching 
may be a helpful test in dis- 
between “‘dizzi- 
ness” which is purely psycho- 
genic and that which is of 
organic origin. 


Dramamine® has been found highly 
effective in many of the conditions already 
mentioned. Maintenance therapy with Dra- 
mamine will often keep the patient from 
becoming incapacitated by his condition. 

Dramamine is also a standard for the man- 
agement of motion sickness and is useful for 
relief of nausea and vomiting of fenestration 
procedures and radiation sickness and for re- 
lief of “true dizziness” of other disorders. 

Dramamine (brand of dimenhydrinate) is 
supplied in tablets (50 mg.) and liquid (12.5 
mg. in each 4 cc.). G. D. Searle & Co., Re- 
search in the Service of Medicine. 

1. Swartout, R., III, and Gunther, K.: “Dizziness:”” Vertigo 

and Syncope, GP 8:35 (Nov.) 1953. 


2. DeWeese, D. D.: Symposium: Medical Management of 
Dizziness. The Importance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 


. Kunkle, E. C.: Central Causes of Vertigo, J. South Caro- 


lina M. A. 50:161 (June) 1954. 
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bined with administration of antabuse. Selection of 
patients has varied from indiscriminate administra- 
tion of the drug to all who requested it to a careful 
medical and psychiatric screening, with selection for 
treatment of only those individuals felt to be most 
amenable to treatment. Duration of follow-up on 
most series reported is much too short when measured 
in terms of a chronic relapsing disease like alcohol- 
ism. Under these circumstances a statistical analysis 
of the effectiveness of antabuse would be misleading. 

Hoff and McKeown‘! report the following results 
in a comparative study of patients followed from 3 
to 30 months. 


ANTABUSE TREATED PATIENTS vs. NON-ANTABUSE 
TREATED PATIENTS 


Patients treated with Patients treated without 


antabuse antabuse 
Total 560 Total 232 
Absiinent since beginning 
of treatment lo 24% 
Single relapse 20% 9% 
No improvement 13% 18% 


Brunner-Orne** reports good results in 32 per cent 
of her antabuse-treated patients as compared to 25 
per cent in patients not receiving antabuse. Mann 
et al.® report that in their series of 32 patients, 31 
per cent remained sober for periods up to eight 
months. O’Donnell et a/.*? reports 20 of 26 patients 
treated, or 76 per cent, remained sober over a 12- 
months period. In Smith, Brown and Dardin’s re- 
port*® of 24 patients treated, 15 abstained for 3-12 
months. Usdin'* reports abstinence in 16 of 24 pa- 
tients treated, or 66 per cent. Jacobsen and Marten- 
sen-Larsen,?* in a six-months report of their patients 
in Denmark, report that of 99 patients, 52 were 
socially recovered, 19 were much better, 12 somewhat 
better, and 16 unchanged. In Dale and Ebaugh’s*’ 
report of 29 cases, 9 recovered on a six-months fol- 
low up. 

All of the above investigators employed some form 
of psychotherapy in conjunction with administration 
of antabuse. Psychotherapy ranged from formalized 
individual therapy to group therapy, including Alco- 
holics Anonymous. The use of some form of psycho- 
therapy when antabuse is employed is universally 
recommended. Shideman® reports 80 per cent failures 
when antabuse is used alone. 

It is impossible to reach valid specific conclusions 
on the efficacy of antabuse on the basis of studies 
reported in the literature. These studies are incom- 
parable in so many important variables that com- 
parison would be ludicrous. Such complex variables 
as the type of psychotherapy accompanying antabuse 
and the selection of patients further obscure the true 
role of antabuse in rehabilitation of chronic alco- 
holics. 


The two studies reported above, i.e. Hoff- 
McKeown?! and Brunner-Orne,** in which antabuse- 
treated patients were compared with patients treated 
without antabuse, indicate an increased cure rate of 
13 per cent and 7 per cent respectively in antabuse- 
treated patients. Most investigators feel that antabuse 
is of definite value when properly employed, if only 
to maintain sobriety long enough for psychotherapy 
to be effective in improving the personality defects 
which underlie chronic alcoholism. 


SUMMARY 


Tetraethylthiuram disulfide (antabuse) has been 
employed since December, 1947, in the treatment of 
chronic alcoholism. The drug is relatively non-toxic 
when taken over long periods of time provided alco- 
hol is not ingested. The side effects which do arise 
are mild and infrequent and can usually be eliminated 
by adjustments of the maintenance dosage. Antabuse 
plus alcohol produces a disagreeable reaction consist- 
ing of flushing, headache, palpitations, dyspnea, 
hyperventilation, tachycardia, hypotension, nausea, 
and vomiting. The intensity and duration of symp- 
toms depend on the dosage of antabuse, amount of 
alcohol ingested, and the individual’s sensitivity to 
the acetaldenydemia produced. 

Careful physical and psychological evaluation of 
the patient must be carried out before treatment is 
instituted with this drug. Suitable candiglates are then 
given a “sensitizing” dose of antabuse# Most patients 
are then given an aicohol test in order to vividly 
acquaint them with their newly-acquired physiologi- 
cal intolerance to alcohol. Reaction to this testing 
may be unduly severe and hazardous and may even 
result in death. The therapeutic necessity of this pro- 
cedure has not been established, and in instances 
where alcohol testing was not employed the end re- 
sults of antabuse treatment were not altered. In pa- 
tients with coronary artery disease or cardiac decom- 
pensation, alcohol testing is contraindicated. 

Antabuse cannot be used alone effectively but must 
be combined with psychotherapeutic measures de- 
signed to alleviate personality alterations responsible 
for chronic alcoholism. The drug should not be em- 
ployed without the full knowledge and consent of 
the patient. Patients who are unwilling or unable to 
cooperate should not be placed on the drug. If the 
patient is not strongly motivated to stop drinking, 
and many chronic alcoholics are not, the drug alone 
provides little chance for a cure. Antabuse imposes 
an “enforced sobriety’ on the patient and may 
thereby render him accessible for a psychotherapeutic 
approach to his basic emotional problem. 

The advantages of antabuse may be listed -as fol- 
lows: 

1. It can be given by the family physician on an 
outpatient basis. 
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tension, hyperthyroidism and epilepsy. 


but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 

Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 


Sedative: 
32 mg. (% grain) and 
new 50 mg. (% grain) 


Antiepileptie: 
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2. If it is taken regularly it serves the purpose of 
hospitalization in that it effectively prevents the alco- 
holic from drinking. 

3. It is superior to hospitalization in that the pa- 
tient must learn to adjust in his usual environment 
and can continue to work and thereby eliminate the 
financial burden of long-term hospitalization re- 
quired by other methods of treatment. 

4. It helps symbolize to the patient and his family 
that he is ill and is being treated. 

5. It deters the impulsive drinker who might other- 
wise go on numerous “binges.” 

The important disadvantage of antabuse therapy is 
the severity of the reaction following alcoholic inges- 
tion. Also the drug cannot be given to individuals 
with serious renal, cardiovascular, or hepatic disease. 
These illnesses, of course, will include many chronic 
alcoholics for whom antabuse therapy would be ex- 
tremely hazardous. 

In studies comparing the results of antabuse-treated 
patients with patients treated for chronic alcoholism 
with other techniques, an increased cure rate of 7-13 
per cent was found among the antabuse group. All 
antabuse-treated patients, however, also received 
some form of psychotherapy. When antabuse has 
been used alone, 80 per cent failures have occurred. 
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ACTIVITIES OF MEMBERS 


Dr. Thomas P. Butcher, Emporia, addressed a re- 
cent meeting of the Topeka Rotary Club on the sub- 
ject of “The Larger Perspective.” 


Dr. E. M. Burrell, who recently announced the 
closing of his office in Turon, has begun practice in 
Wichita. 


Dr. Ralph H. Major, of the University of Kansas 
School of Medicine, gave the 12th annual D. J. Davis 
lecture on medical history at the University of IIli- 
nois College of Medicine in May. He spoke on 
Etruria and Etruscan medicine. 


One of the speakers at a recent meeting of the 
American Geriatric Society in New York was Dr. 
Anthony F. Rossitto, Wichita, who discussed “Roent- 
gen Therapy of Chest Symptoms in the Elderly.” 


Dr. W. Clarke Wescoe, dean of the University of 
Kansas School of Medicine, received an alumni 
achievement award at ceremonies held last month at 
Muhlenberg College, Allentown, Pennsylvania. 


Dr. Murray C. Eddy addressed the Rotary Club in 
his home city of Hays recently. He discussed Kansas 
legislation dealing with medicine, especially that 
considered during the 1955 session of the legislature. 


Dr. J. P. Berger, Wichita, was speaker at the May 
meeting of the Central Kansas Medical Society at 
Hays. His subject was ‘““What’s New in Dermatology.” 


Dr. Albert N. Lemoine, Jr., of the University of 
Kansas School of Medicine, discussed surgical anat- 
omy of the anterior chamber angle before a recent 
meeting of the Oklahoma EENT Society at Oklahoma 


City. 


Dr. Walter A. Carr, Junction City, went to Chi- 
cago recently to receive recognition from Northwest- 
ern University on the 50th anniversary of his gradua- 
tion from the university's medical school. 


Dr. George Malouf, who practiced at Leoti for 
several months, has opened an office in Greensburg. 
Dr. Malouf served in the Air Force in World War 
II and in the Korean War and practiced in Texas 
before moving to Kansas. 


Dr. Frank F. Allbritten, Jr., chairman of the de- 
partment of surgery at the University of Kansas Medi- 
cal Center, has been appointed a member of the Edi- 
torial Board of the Annals of Surgery. 


Dr. N. C. McCubbin recently closed his office in 
Concordia and moved to Alton, Illinois, where he is 
now in practice. 


Dr. Russell A. Nelson recently completed a term 
of military service and is now practicing in Wichita. 


Dr. Willard J. Kiser, Wichita, was principal speak- 
er at the May meeting of the Wichita Manufacturers 
Club. He spoke on problems of industrial medicine. 


Dr. La Verne B. Spake, clinical professor of ENT 
and chairman of the hearing and speech department 
at the University of Kansas Medical Center, became 
clinical professor emeritus July 1. Dr. G. O'Neil 
Proud has accepted appointment as chairman of the 
hearing and speech department. 


Dr. Maurice F. Stock, formerly of Weir, is now 
living and practicing in Pittsburg and is continuing 
to maintain his office in Weir. 


Dr. Antoni M. Diehl, pediatric cardiologist at the 
University of Kansas Medical Center, spoke on ‘‘Let’s 
Stop Rheumatic Fever” before the Kansas City Ki- 
wanis Club at a meeting last month. 


Dr. James E. Hodgson completed 51 years of prac- 
tice in Downs on May 30. In addition to other prac- 
tice, Dr. Hodgson has delivered 3,000 babies during 
that period. 


Dr. Ralph E. Jordan, formerly of Horton, has 
moved to Emporia and is now practicing there. 


Dr. Alfred O. Mazat, Wichita physician since 1947, 
has been called by the Mission Board of Seventh Day 
Adventists to serve as a medical missionary in Singa- 
pore. Dr. and Mrs. Mazat and family left New York 
on June 13 to fly to London. They will sail for Singa- 
pore late this month, stopping in Egypt and India. 


Dr. Willard J. Howland, Tonganoxie, recently 
went to the Mayo Clinic in Rochester for specialist 
training. His office in Tonganoxie has been taken over 
by Dr. Phil Stevens, a 1954 graduate of the Univer- 
sity of Kansas School of Medicine. 
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Dr. Harry F. O'Donnell, Junction City, told the 
story of the development of the Salk vaccine to the 
Junction City Rotary Club last month. 


A feature story about Dr. John D. Pace, Parsons, 
was published in the Coffeyville Daily Journal last 
month. Dr. Pace, who stepped out of office as county 
coroner in January, had served in that capacity for 30 


years. 


Dr. Clarence K. Vaughn, who recently completed 
57 years in the practice of medicine in Leavenworth, 
announced his retirement last month. 


Dr. William T. Sirridge and Dr. Marjorie S. Sir- 
ridge, a husband and wife medical team, announce 
the opening of their office in Kansas City. They will 
specialize in internal medicine. Both were graduates 
of the University of Kansas School of Medicine in 
1944 and had internships and residencies in Cleve- 
land. Dr. William Sirridge, who has been in military 
service since 1953, is being discharged this month. 


Dr. William A. Nixon, who has been practicing in 
Macksville for seven years, has announced plans to 
study cardiovascular diseases at the University of 
Pennsylvania School of Medicine. 


Dr. Dennis A. Hardman, who has been serving in 
the Navy for two years, was separated from the serv- 
ice last month and will resume his practice in Smith 


Center. 


Dr. Daniel S. Roccaforte, formerly of Hanover, is 
now in San Diego where he is resident chest surgeon 
at Mercy Hospital. His office in Hanover is being 
taken over by Dr. Gerald L. Mowry, formerly of 
Platte City, Missouri. Dr. Mowry is a graduate of 
the University of Kansas School of Medicine. 


Dr. Donald R. Davis recently completed a three- 
year fellowship in general surgery at the Mayo Clinic, 
Rochester, and has returned to practice in Johnson 
County with offices in Mission. 


Dr. J. Robert Twinem, Olathe, addressed the Polly- 
anna Home Demonstration Unit there recently on the 
medical aspects of civil defense. Members of the 
audience had recently completed a Red Cross home 
nursing course. 


Dr. Robert C. Hull, who has been practicing in 
Haven, began a residency at the Menninger Clinic, 
Topeka, on June 1. His practice at the Haven Clinic 
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is now being cared for by Dr. Clayton Diener, a 
graduate of the University of Kansas School of Medi- 
cine who served his preceptorship in Haven. 


Dr. Richard L. Merkel, Topeka, became a diplo- 
mate of the American Board of Obstetrics and Gyne- 
cology recently. 


Dr. Elbert Lee McCorkle, who has been practicing 
as a member of the staff of the Horton Hospital and 
Clinic since 1947, moved to Marshall, Missouri, last 
month and is now engaged in private practice there. 


Dr. Edmer Beebe and Dr. J. Robert Twinem held 
open house at their new offices in Olathe on June 26. 
Dr. Twinem was recently accepted as a member of 
the American Academy of General Practice and its 
Kansas chapter. 


Dr. Philip H. Hostetter, who has been practicing 
at the Ball Clinic, Manhattan, has announced the 
opening of a private office in Manhattan. 


Dr. Farris D. Evans, Wichita, was named depart- 
ment surgeon for the Veterans of Foreign Wars at 
the organization’s state convention held in Wichita 
early in June. Dr. Evans is also surgeon for the 
Wichita post. 


Dr. George M. Edmonds, Horton, has announced 
that the Horton Hospital and Clinic have added two 
members to their staffs, Dr. James Scanlon and Dr. 
Val Converse. Dr. Scanlon recently completed intern- 
ship at St. Margaret’s Hospital, Kansas City, and Dr. 
Converse has been interning at a hospital in St. 
Joseph, Missouri. 


Dr. Paul Guggenheim, formerly on the staff at 
Winter VA Hospital, Topeka, has opened an office 
in Topeka for private practice in otolaryngology and 
ophthalmology. 


Dr. Henry Laurens, Jr., Salina, recently attended 
meetings of the American Gastroscopic Society and 
the American Gastroenterological Association in At- 
lantic City. 


Dr. Richard J. Reece, who has been a resident in 
public health in Kansas City during the past year, has 
gone to Denver to begin his duties as director of local 
health services for the state of Colorado. 


Dr. Philip Antrim, formerly of Toole, Utah, has 
opened an office for practice in Russeli. He will also 
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practice in Luray three days a week. Dr. Antrim is a 
graduate of the University of Kansas School of Medi- 
cine. 


Dr. Doris North, Wichita, was guest speaker at a 
meeting of the Sedgwick County Medical Assistants’ 
Society last month. She discussed socialized medicine. 


Dr. Grace H. Ketterman has resigned as assistant 
director of the Kansas City-Wyandotte County health 
department to begin a two-year residency in pediatrics 
at General Hospital, Kansas City, Missouri. She will 
be succeeded in the public health work by Dr. Nellie 
G. Walker, Kansas City. 


Dr. H. St. Clair O'Donnell, Ellsworth, was elected 
president of the Kansas State Board of Health at a 
meeting held in Topeka on June 17. 


One fact which must be acknowledged and is of 
practical importance is that over the country the 
annual number of newly reported cases of tuber- 
culosis has declined very little. In fact, the number 
increased from 1940 until 1948 and, while it has 
gone down for the past four years, in 1952 it was 
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still slightly higher than in 1940, although the case 
rate has gone down since it is affected also by the 
increasing population. Even though many of these 
do not require hospitalization, all should be inves- 
tigated, their clinical status determined, their famil- 
ial contacts studied, and other appropriate control 
measures taken where indicated. Thus, there has 
been no decrease in the effort required of health 
departments and voluntary agencies, and no reduc- 
tion in personnel or funds should be contemplated. 
In fact, greater effort is demanded if tuberculosis 
is to be eradicated, and no lesser goal should satisfy 
us.—Philip E. Sartwell, M.D., Nat. Tuberc. A. Tr., 
May, 1954. 


A new medical insignia design has been developed 
and approved for use by Air Force Medical Service 
physicians and dentists. It is a small silver badge 
with a caduceus on a staff mounted in its center. 
The dental badge carries a “D” superimposed on 
the caduceus. Flight surgeons will continue to wear 
wing insignia. 


Speeding on U. S. streets and highways last year 
killed 12,380 men, women, and children. 


“and potassium depletion’; 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office : 
of the A.M.A. for distribution to state and regional 
medical journals. 


record for the introduction of medical legislation— 
but unless something unusual happens and happens 
fast there will be no record set for laws passed. 

With the summer well along, and tentative ad- 
journment just a few weeks off, Congress had not 
yet revived its interest in medical bills. Most of the ; 
measures that were offered in January and February, | 


This Congress appears to have established a | 


to the accompaniment of hopeful speeches by their 
sponsors, have been allowed to lie undisturbed in 
committee files. In some cases hearings were held, j 
where persons and organizations vitally interested 
could give enthusiastic testimony. Very few bills i 
indeed got farther than that in the first six months | 
of the session. 


One reason is the close balance in Congress, and 
the reluctance of either party to get behind bills 
offered by the other, and which might have appeal i 
to the public in the 1956 election year. Another is ; 
worty over putting the federal government still 
deeper into the red in a year of prosperity, if not 
of boom. 
Also, key committees for weeks were preoccupied 
with various bills on Salk vaccine, its control and 
its cost—weeks when the committees otherwise 
might have worked on, and possibly reported out, 
other less controversial health bills. A specific exam- 
ple is the Senate Labor and Welfare Committee. 
This committee was about ready to report out a 
House-passed bill for a national survey of mental 
health problems when it found itself deeply mired 
in the Salk situation. The mental health bill still is 
likely to be enacted, but the long delay didn’t help 
much. 
Another bill, early in the session regarded as 
about certain of enactment, calls for the establish- 
ment of a voluntary, contributory system of health 
insurance for federal civilian employees. After a 
year’s study of the complications involved, a special 
task force prepared and made public the adminis- | 
tration’s program in January. The expectation was 
that a bill to carry out the plan would be offered in 
a few weeks at the most, and would be passed in a 
few months. 
But it didn’t work out that way. The administra- 
tion decided that it couldn’t press for these medical 
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benefits (U. S. would pay about one-third of insur- 
ance premiums) until the extent of a general U. S. 
pay raise had been fixed by Congress. So it was June 
before this U. S. employee health insurance bill was 
even sent to Congress, and then the administration 
was in no rush to have it passed. 

Troubles also beset the Defense Department's bill 
to extend the doctor draft act another two years. 
Although the extension was strongly opposed by 
both the American Medical Association and the 
American Dental Association, the House Armed 
Services Committee accepted the Defense Depart- 
ment’s arguments and voted out the bill, 24 to 0. 

Ordinarily such a committee vote would have 
sent the bill sailing on through the House and to 
the Senate. But not this time. Chairman Howard 
Smith (D., Va.) of the House Rules Committee 
lectured the Armed Services Committee and the 
Defense Department for not making an effort to 
solve the doctor problem by some other means. 
There was consequently a delay before floor action— 
not fatal, but a delay. 

Some bills, once considered important, were effec- 
tively ignored by Congress. One was the Eisenhower- 
Hobby plan for reinsurance of health insurance 
groups, defeated last year. The administration tena- 
ciously defended it, but the committees weren’t 
enough impressed to schedule hearings during the 
first six months of the session. 

The administration bill for federal guarantee of 
construction loans for hospitals and clinics stirred 
some Capitol Hill interest, but no hearings have 
been held. Then came all the bills on polio vaccine, 
and this measure also was put on the shelf. 

A bi-partisan bill for U. S. grants for constructing 
and equipping medical research facilities travelled 
about the same course: hearings, a high degree of 
enthusiasm from medical researchers, confidence that 
the plan would go through—then no more action. 

For a time Senator Hill (D., Ala.), the key sen- 
ator on health bills, was determined to put through 
his bill for federal aid for building medical schools. 
When hearings were held the bill did not appear 
to arouse opposition from any quarter, yet it was 
pushed farther and farther to the rear. 

Because this is only the first session of the 84th 
Congress, none of these bills will be irretrievably 
lost even if not passed before adjournment. They 
hold whatever progress they have made, and many 
of them are certain to be important issues next year. 


The payroll savings plan for buying U. S. savings 
bonds began in private industry in August of 1938. 
Today around 81/, million wage earners are buying 
bonds on that plan. 
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ANNOUNCEMENTS 


A workshop in medical writing will be held on 
the second day of the 12th annual meeting of the 
American Medical Writers’ Association, Saturday, 
October 1, Hotel Jefferson, St. Louis. The course 
will be conducted by members of the journalism 
faculties of the universities of Illinois, Missouri, 
and Oklahoma. There will be no charge for mem- 
bers of A.M.W.A., but a fee of $5.00 will be paid 
by others who attend. Dr. Richard M. Hewitt, 
Rochester, Minnesota, is co-ordinator for the work- 


shop. 


The University of Colorado Medical Center, Den- 
ver, announces seven courses to be held soon on a 
variety of subjects: symposium on pulmonary dis- 
eases, September 26-30; clinical electrocardiography, 
October 10-12; fourth western cardiology confer- 
ence, October 13-15; fractures and joint injuries, 
October 20-22; clinical pharmacology and_thera- 
peutics, November 7-9; electrolyte and fluid balance, 
November 10-12; general practice review, January 
16-21, 1956. 

Programs may be secured from the Office of 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Postgraduate Medical Education, 4200 East Ninth 
Avenue, Denver 20, Colorado. 


The Tenth Inter-American Congress of the Pan 
American Medical Association will be held in Mex- 
ico City, March 25-31, 1957. Four days will be de- 
voted to scientific sessions, and the next three days 
will be spent in sightseeing. During the following 
week medical meetings will be held in Guatemala 
City. Dr. Joseph J. Eller, 745 Fifth Avenue, New 
York, is executive director of the association. 


A full-time eight-week comprehensive course in 
industrial medicine will be given at the Post-Gradu- 
ate Medical School of New York University-Belle- 
vue Medical Center, beginning on September 26, 
1955. Tuition for the course is $250. Applications 
should be sent to the dean of the school, New York 
16, New York. 


A scholarship for undergraduates preparing for 
medical careers has been established at Hamilton 
College, Clinton, New York, with a gift of $18,000 
by the Lillian Babbitt Hyde Foundation in New York 


City. 


SECLUSION MATERNITY 
FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Private sanitarium with 
= certified obstetrician in 
charge. All adoptions 
Write for information arranged through juve- 
nile court. Early en- 
MRS. EVA THOMSON trance advised. 

4911 East 27th St Rates reasonable. In 
certain cases work given 

Kansas City, Mo. to reduce expenses. 
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Intensive individual psychotherapy in a res- 
idential school, for children of elementary 
school age with emotional and behavior 
problems. 


J. Cotter Hirschberg, M.D., Director 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 
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evaluation and consultation for infants 
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A postgraduate course in pediatric allergy will 
be offered at New York Medical College from 
November 2, 1955, through May 31, 1956, under 
the direction of Dr. Bret Ratner, professor of clin- 
ical pediatrics and associate professor of immunology. 
A fee of $300 will be charged. Applications are to 
be addressed to the Dean, New York Medical Col- 
lege, Fifth Avenue at 106th Street, New York 29, 
New York. 


A five-day analysis of present trends and future 
directions of public health is scheduled for the 83rd 
annual meeting of the American Public Health 
Association and 40 related organizations in the Kan- 
sas City, Missouri, Municipal Auditorium, Novem- 
ber 14-18. In all, 400 scientific papers will be pre- 
sented during 75 sessions. 


The American Dermatological Association, Inc., 
is again offering a series of prizes, $500, $400, $300, 
and $200, for the best essays submitted for original 
work relative to some fundamental aspects of derma- 


tology or syphilology. Manuscripts are to be sub- 


mitted no later than November 15, 1955, to the 
secretary of the association, Dr. J. Lamar Callaway, 
Duke Hospital, Durham, North Carolina. 
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The American College of Gastroenterology an- 
nounces that its annual course in postgraduate gastro- 
enterology will be given at the Shoreland, Chicago, 
October 27-29. Those interested in additional in- 
formation and enrollment may write the College, 
Department P.G., 33 West 60th Street, New York 
23, New York. 


Applications for certification by the American 
Board of Obstetrics and Gynecology, Inc., for the 
1956 Part I examinations, are now being accepted 
by the secretary, Dr. Robert L. Faulkner, 2105 Adel- 
bert Road, Cleveland 6, Ohio. Three hundred eighty- 
seven candidates took the Part II examination in 
Chicago in May. 


Although series E Savings Bonds may be cashed 
in at maturity, the bond owner may hold them if 
he wishes. They will increase in cash value each six 
months up to 10 more years. Series E bonds began 
maturing in May, 1951. Up to January 1, 1955, 
some $151/ billion had matured, and around 75 
per cent of that amount was being retained. 


Week-end crashes accounted for 13,980 killed 
and 678,000 hurt during 1954. 


{ 
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BOOK REVIEWS 


Lectures on the Thyroid. By J. H. Means, M.D. 
Published by Harvard University Press, Cambridge. 
113 pages. Price $3.00. 


This book consists of five lectures which deal with 
the fundamental and theoretical aspects of thyroid 
function in health and disease. It is a personal ac- 
count of the author’s 40 years of experience in the 
field of thyrology and represents in one short volume 
all of the pertinent information concerning present 
day clinical investigations into thyroid function. 

As is the case when the secrets of endocrine func- 
tion are probed by an inquisitive and zealous group 
of investigators (such as Dr. Means’ group in the 
Thyroid Clinic of the Massachusetts General Hos- 
pital), many questions are raised and unanswered, 
thus providing adequate stimulus for further thought. 
Many questions, representing enigmas of only a few 
years ago, however, are clarified in this account, pri- 
marily because of up-to-date investigation by means 
of radioactive iodine studies. 

The author attempts to correlate all the facts con- 
cerning little understood metabolism of the thyroid 
and other endocrine organs, their inter-relationships, 


and balances. For the avid student of thyroid disease 
this book should be read twice because it quite subtly 
provokes thought into further investigations. For the 
busy physician, one evening’s reading can bring him 
up-to-date on the common thyroid dysfunctions.— 
S.R.F. 


Christopher's Minor Surgery, Seventh Edition. Edit- 
ed by Alton Ochsner, M.D., and Michael E. De- 
Bakey, M.D. Published by W. B. Saunders Company, 
Philadelphia, 1955. 547 pages, 251 illustrations. Price 
$9.00. 


Since the first edition appeared in 1929, this text 
has been a valued tool in the hands of several genera- 
tions of physicians. The present edition, its seventh, 
is so radically different it is essentially a new book. 
It bears Christopher's name but, in keeping with the 
current trend, is a compilation of the work of many 
authors. The type and format are sharply changed. 
Both lead to increased ease of reading and facility of 
reference. 

The current volume contains only about half as 
many pages as the last and probably less than half as 
many words. While some of this condensation has 
been achieved by deletion of obsolete material and 
by more concise and lucid exposition in certain areas, 
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a significant part of it has resulted from limitation 
of the scope of the book. 

There has been a reduction in the rich store of 
how-to-do-it descriptions and diagrams of the little 
things of practice which loom so large in the experi- 
ence of the intern and beginning practitioner. It was 
precisely the availability of this material which en- 
deared previous editions to many of us. For example, 
the current volume does not contain Bunnell’s excel- 
lent diagrams of where to cut and where not to cut 
in treating hand infections, or how to fit crutches to 
a patient, or how to fit a halter for head traction, or 
how to use Michel clips, or how to pack a nose for 
hemorrhage. By no means all such material has been 
deleted, and most of that which remains has been re- 
illustrated to advantage. 

The sections on anesthesia, burns, and diseases of 
the veins and lymphatics appeal to this reviewer as 
especially well done. The material on injuries and 
infections of the extremities, now called musculo- 
skeletal system, has been most severely curtailed. 

It is to be regretted that the editors and publisher 
felt compelled to limit the size of the volume and 
thus to reduce its scope. The material which is con- 
tained is well written, well organized, and current 
and will be most useful to interns and general prac- 
titioners as well as to the surgical residents for whom 
it has been prepared.—H.A.F. 


Textbook of Physiology. By John F. Fulton. Pub- 
lished by W. B. Saunders Company, Philadelphia. 
1251 pages, 600 illustrations. Price $13.50. 


Most physicians who have been in practice for any 
time at all remember, with a certain degree of nostal- 
gia, Howell’s Textbook of Physiology. At the time 
of publication of the first edition in 1905, the author 
recognized the difficulty of incorporating into a vol- 
ume of reasonable size the results of the ‘bewildering 
number of researches” pertaining to the field. It is 
interesting to speculate whether Dr. Howell might 
have had any premonition of the bewildering expan- 
sion of knowledge relating to physiology which has 
occurred in the last 50 years—or even in the last 15 
years. 

The spirit of the present edition, under the capable 
editorship of Dr. Fulton, is essentially that of Dr. 
Howell’s first edition. An effort has been made to 
present to the members and students of the medical 
profession the fundamental facts and principles of 
physiology. The book has been kept to a reasonable 
size largely by selection rather than by compression 
of material, and the author has avoided controversy 
whenever possible, presenting “those conclusions 
which seem to be most justified by experiment and 
observation.” 

The volume is well printed and adequately bound. 


tt 
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The charts, tables, and illustrations are simple and 
clear. Each chapter carries a list of references which, 
while by no means a complete bibliography of the 
subject, is more than adequate to the needs of the 
practitioner or undergraduate student. 

It is safe to predict that this standard textbook will 
continue to enjoy its deserved popularity —].D.R. 


Peripheral Vascular Diseases. By Edgar V. Allen, 
Nelson W. Barker, and Edgar A. Hines, Jr. Published 
by W. B. Saunders Company, Philadelphia. 792 pages, 
316 illustrations. Price $13. 


Peripheral vascular diseases are becoming more of 
a medical problem because of the increased life span 
and associated degenerative changes in the peripheral 
vessels. This volume covers the diagnosis and treat- 
ment problems in this field. Many newer surgical 
aspects of treatment are covered, especially arterial 
grafting. A good section is presented on the ever- 
present and vexing management of stasis ulcers. 

This is a basic textbook for the presentation of the 
pathogenesis, diagnosis and management of periph- 
eral vascular disorders. Special techniques such as 
arteriography are ably covered.—C.A.H. 


The Care of Your Skin. By Herbert Lawrence, 
M.D. Published by Little, Brown and Company, Bos- 
ton. 95 pages, 4 illustrations. Price $2.50. 


The purpose of this little book, according to the 
author, is to explain the facts of acne and to tell what 
can be done to meet the problem. Chapter Five, 
“What You Can Do to Help Your Acne,” is the 
essential chapter on skin care, and the rest of the book 
simply elaborates on the ideas condensed in this 
chapter. 

This book is written for young adults and should 
be of practical use in helping them understand why 
they have acne and how they can improve their skins 
with common-sense care. 


Public Relations in Medical Practice. By James E. 
Bryan. Published by the Williams and Wilkins Com- 
pany, Baltimore. 301 pages. Price $5.00. 


The author, still a relatively young man, writes 
from a background of some 25 years’ employment in 
the area of New York and New Jersey, as executive 
secretary of county and state medical societies and 
as administrator of a state Blue Shield plan. Actually, 
his association with medicine is of even longer dura- 
tion because he is the son of a physician and grew 
up in a medical environment. 

The author probes every possible facet of the physi- 
cian’s professional and organizational experience for 


means whereby a more effective public acceptance may 
be obtained. He does this with disarming simplicity to 
make the physician’s duties in the field of public re- 
lations not only appear logical and interesting, but 
easy. If at first the reader thinks only surface ma- 
terial is being presented he will, upon completing 
the book, be hard pressed to list any considerable 
number of valid topics that were omitted. 

Mr. Bryan writes of the purposes of medical so- 
cieties, their needs and their values, but he also dis- 
cusses the advantage of a more critical selection of 
literature for the reception room. He writes of fees 
and grievance committees and of Blue Shield and 
health councils, but he also philosophizes ever so 
gently on why predominantly only Catholic doctors 
attend church when away from home. He explores 
the place of voluntary health agencies with relation 
to medicine but also finds space to define what he 
calls “political neuters and political nihilists.” 

The A.M.A. is evaluated, but so are the individual 
doctors who make up the A.M.A. There are practical 
ideas on a hundred topics such as appointments versus 
office hours, itemized bills, awards by county societies 
to outstanding laymen, the operation of Community 
Health Forums, and services in the civic interest. 
Some relate to the organizational, others to the per- 
sonal level of experience, but all are suggested as 
means whereby a better public understanding of 
medicine can be obtained. In each instance where he 
explores a need, he proposes a solution and evaluates 
its effect. 

In one sense, this is a handbook of projects but in 
another it becomes a philosophy of medicine. It is 
the composite best from doctors and from the public 
subtly interwoven by a man who has spent 25 years 
interpreting the service of the one to the other. 


An Outline of the Treatment of Fractures. By Com- 
mittee on Trauma, American College of Surgeons. 
Published by the College, 40 East Evie Street, Chicago. 
93 pages. 

This is a manual of popular pocket size compiled 
by the Committee on Trauma of the American Col- 
lege of Surgeons. The members of this committee are 
all distinguished surgeons who have had vast experi- 
ence in the treatment of fractures. There are 91 
pages with 45 explanatory figures and diagrams in 
this book. 

As clearly indicated in the title, this book is mainly 
an outline of the treatment of fractures and as such 
some of the details are necessarily excluded. It is sur- 
prising to me that so much material could be covered 
so well in the few pages used. In addition to giving 
adequate coverage of the treatment of common frac- 
tures, other interesting data such as positioning the 
patient for x-ray and measurement of joint function 


| 
{ 
Hi 
| 
ih 

| 

i 

| 

{ 
{ 
} 

i 

1 i 

} 

| 
H 
| 

| 

] 

| 

| 

| 

Fy 

i 

- . : 

’ 


JULY, 1955 


(PREDNISONE, MERCK) 


(FoRMERLY METACORTANDRACIN) 


HYDROCORTONE* 
(Hydrocortisone. Merck) 


The orginal brand 
Compound F 


DELTRA is the Merck brand of the new steroid, prednisone 


(ForMERLY METACORTANDRACIN ) 


DELTRA is a new synthetic analogue of cortisone. Indications for DLA: Rheumatoid arthritis, 
DELTRA produces anti-inflammatory effects simi- bronchial asthma, inflammatory skin conditions. 
SUPPLIED: is supplied as 5 mg. tablets 
DELTRA, favorable results have been reported in (scored) in bottles of 30. 
rheumatoid arthritis with an initial daily dosage of 
20 to 30 mg. and a daily maintenance dose range 
between 5 and 20 mg. 

Salt and water retention are less likely with 
recommended doses of DELTRA than with the 
higher doses of cortisone required for comparable Philadelphia 1, Pa. 
therapeutic effect. DIVISION OF MERCK & CO., INc. 
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are given. The 24 fractures aphorisms which are 
printed in footnotes and again at the end of the book 
should be thoroughly read and understood. 

This book certainly has a place in the armamen- 
tarium of anyone who is engaged in the treatment 
of fractures.—-L.O.L. 


Medical Treatment of Mental Disease. By D. J. 
McCarthy and K. M. Corrin. Published by J. B. 
Lippincott Company, Philadelphia. 653 pages, 30 
illustrations. 


The authors of this book have embarked on the 
ambitious course of covering the treatment of a wide 
variety of diseases: medical, neurologic, and phychi- 
atric, most of which may on occasions have associated 
psychic disturbances. They assert that toxic and or- 
ganic factors underlie the majority of mental dis- 
eases and therefore require medical therapy. 

The book is divided into five sections dealing with 
the general physicai basis of psychiatry, mental dis- 
orders of inflammatory and toxic origin, endogenous 
and endocrine diseases, nutritional deficiencies, trau- 
matic, vascular and degenerative processes, as well as 
endogenous psychoses, mental deficiencies, convulsive 
disorders, and autonomic disturbances. A separate 
section considers basic treatment methods, and there 
is a final section on medico-legal aspects of psychiatry. 


A short chapter on the examination of the pa- 
tient is inadequate, at least so far as the neurologic 
examination is concerned, and could have been omit- 
ted. A great deal of space is given to the description 
of disease with inadequate consideration of treatment 
which is supposed to be the justification for publish- 
ing the book. Since part of the book has been written 
by eight contributors, the style of writing varies. 

So far as the therapy of neurologic diseases is con- 
cerned, this reviewer would take strong opposition 
to many ideas presented. For example 10 to 12 mil- 
lion units of penicillin is not an adequate amount of 
therapy in neurosyphilis, particularly in dementia 
paralytica. Although advocated, chlortetracycline 
(aureomycin) is of dubious value in the treatment 
of viral encephalitis, and one can question the state- 
ment that “phenobarbital is the sheet anchor in the 
treatment of convulsions.’ The authors do not clearly 
differentiate the clinical features of petit mal and 
psychomotor or temporal lobe epilepsy. They list the 
drugs used in the treatment of the parkinsonian syn- 
drome but do not warn the reader of the dangers of 
toxic-delirious reactions frequently encountered from 
the use of those drugs. 

For the general practitioner who may wish a ref- 
erence book on psychiatric treatment, it will serve as 
a general guide for the management of a wide variety 
of conditions.—A.T.S. 


Announcing New 
ORTHOPEDIC BRACE SHOP 
ARTHUR "DON" SALMON (CERTIFIED ORTHOTIST) 


Your Prescriptions for Braces Expertly Crafted. Ortho- 
pedic Shoe Corrections. Polio Splints a Specialty. All 
Work and Fittings Subject to the Doctor's Approval. 


* PETRO’S SURGICAL APPLIANCES «x 


618-20 Quincy — Topeka, Kansas — Phone 40207 


Skilled Nursing and 
Supervisory Services 
for the Chronically Ill, 
Convalescent and Aged 


2539 SO. MILL ST. 
KANSAS CITY 3, KANS. 
JOHNSON 2090 
JOANNA ZINN, R.N. 
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Program Chairmen Announced 


Physicians who wish to suggest the names of speakers for future annual 
meetings of the Kansas Medical Society may do so by writing to the chairman 
of the Program Committee for each session. Chairmen now appointed are: 


For 1956 MEETING For 1957 MEETING 
IN TOPEKA IN WICHITA 
Newman V. Treger, M.D. Ernest W. Crow, M.D. 
1704 West 10th Street c/o Sedgwick County Medical Society 
Topeka, Kansas 1102 South Hillside 


Wichita, Kansas 
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ADVISORY COMMITTEE SET UP 


The appointment of a Medical Advisory Commit- 
tee, set up to give counsel to the Social Security 
Administration on medical aspects of administering 
the new “disability freeze” provision in the social 
security law, was announced recently by the Depart- 
ment of Health, Education, and Welfare. Dr. J. Duffy 
Hancock, of the University of Louisville School of 
Medicine, will serve as chairman. 

The “disability freeze’ provision is similar to the 
waiver of premium in commercial life insurance and 
permits a worker to keep his old-age and survivors 
insurance rights intact when he is totally disabled for 
work for an extended period. Determination as to 
whether a worker is totally disabled within the mean- 
ing of the law will be made by the vocational reha- 
bilitation agency or other appropriate agency in the 
individual's own state. The committee will help in 
setting up guides and procedures for obtaining and 
interpreting medical evidence. 


Drucs IN COMMUNIST HUNGARY 
The use of dangerous and often fatal drugs is 
reported in Communist Hungary by a former health 
worker who recently escaped to Western Germany, 
the U. S. Information Agency relates. 
The escapee, who said high-ranking Communists 
receive “luxury hospitalization” and drugs from the 


free world, told of numerous situations arising from 
the Soviet system of state control. 

Communist inefficiency has increased to such a 
point that “almost entirely unreliable” and, in many 
instances, ‘‘dangerous’’ medicines are being distrib- 
uted through official channels, he said. One serum 
distributed for inoculation of children caused numer- 
ous deaths in Budapest. 

He reported that sincere doctors are ‘extremely 
apprehensive” every time they give an injection. One 
example of which he knew was of medicine marked 
“glanduitrin” which contained a substance which 
killed a number of persons injected with it before 
doctors were able to trace the reason for the disaster. 

He attributed the trouble to the Communist re- 
gime’s speed-up emphasis and quota work competi- 
tions and reported that Hungarian doctors fear that 
a prescribed medicament may do more to endanger a 
patient than the disease from which he suffers. 


There’s no better way to protect your future than 
by investing in America’s future. Buy U. S. Sav- 
ings Bonds regularly. 


CLASSIFIED ADVERTISEMENTS 
OPENINGS FOR TWO RESIDENTS IN RADIOLOGY, 
July 1 and September 1. Preference given to Kansas men. 
Address G. M. Tice, M.D., University of Kansas School of 
Medicine, Kansas City 3, Kansas. 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


PRAIRIE VIEW 
HOSPITAL 


Newton, Kansas 


Treatment and Rehabilitative care for Psychi- 
atric patients 
—Individual and Group Psychotherapy 
—Insulin Therapy 
—Electro-shock Therapy 
—Carbon Dioxide Therapy 
—Recreational and Occupational Therapy 


Controlled environmental therapy in a rural 
setting 
Operated by: Mennonite Central Committee 


Attending Psychiatrists: Thomas F. Morrow, M.D. 
F. Carter Newsom, M.D. 


For Information: Call or write Myron Ebersole, 
Administrator, P. O. B. 78, 
or Phone 1208, Newton, Kansas 
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SURVEY OF COUNTY SOCIETIES 


To find out what county medical societies through- 
out the country are doing and to help them develop 
new public service programs, the A.M.A. Council 
on Medical Service currently is distributing question- 
naires to officers of the 1,911 county and district 
medical societies in the United States. 

The survey covers all major areas of society inter- 
est—meetings, committees, programs, activities, in- 
surance programs, dues, office facilities, and _per- 
sonnel. Information gleaned from the reports will 
be of assistance to societies interested in expanding 
their activities. 


FILM ON RHEUMATIC FEVER 


A new health education film, Stop Rheumatic 
Fever, has been added to the A.M.A. motion pic- 
ture library. The film was developed to impress 
upon parents, teachers, and the public the fact that 
rheumatic fever can be prevented by early diagnosis 
and treatment of streptococcal infections. It is suit- 
able for showing to parent groups, service clubs, 
public health nurses, and high school students. Run- 
ning time of the black and white sound film is 12 
minutes. 


HANDBOOK FOR THE ASTHMATIC 


The American Foundation for Allergic Diseases 
announces publication of a booklet, Handbook for 
the Asthmatic, designed to instruct asthmatic pa- 
tients in the nature of their illness and to correct 
misconceptions. The foundation estimates that two 
million persons in America have asthma. , 

The booklet includes discussion of cardiac asthma, 
types caused by bacterial or virus infections, and 
those produced by allergies, the most common form. 
Methods of desensitizing the patient are also out- 
lined, stressing the fact that medications should be 
administered only under the direction of a compe- 
tent doctor. 

Copies of the booklet may be obtained for 25 
cents in coin from the foundation, 274 Madison 
Avenue, New York 16, New York. 


Total registration for the recent A.M.A. meeting 
in Atlantic City was 31,057, as compared with a 
total of 42,969 in San Francisco a year ago. The 
total physician registration at Atlantic City was 
11,546. 

The clinical session of the A.M.A. will be held 
from November 29 through December 2 in Boston. 


KALAMAZOO 


*Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 
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New Type HEALTH EXHIBITS 


To acquaint people with their bodies and the size 
and location of various organs, the A.M.A. Bureau 
of Exhibits is now preparing a new series of ex- 
hibits depicting the basic anatomy of the human 
body. Each exhibit will feature life size three-dimen- 
sion models of particular parts of the body. 

First in the group, available now, is “You and 
Your Body.” 

To be available about September 15 is “Life 
Begins.” Actual human fetuses embedded in plastic 
will trace the growth of a baby from four weeks 
to nine months. A model of the female pelvis and 
diagrams will show the uniting of sperm and ovum, 
the division of cells, and the travel of the ovum into 
the uterus. The final section of the exhibit will por- 
tray in life size the actual delivery of a baby. 

Others in the series, scheduled for release next 
year, will be on vision and hearing. 


PROGRAM CHAIRMAN APPOINTED 


Dr. Gerald W. Nice, Topeka, has been appointed 
program chairman for 1956 for the Kansas Chapter 
of the American College of Chest Physicians. The 
appointment was announced by Dr. Carl J. W. 
Wilen, Manhattan, president of the group. 


A.A.G.P. MEMBERSHIP REQUIREMENTS 


Qualifications for membership in the American 
Academy of General Practice were altered at the 
annual meeting of the group held recently in Los 
Angeles. It is now required that candidates for mem- 
bership fulfill one of the following conditions: 

1. Two years of graduate training acceptable to 
and approved by the academy’s commission on edu- 
cation. 2. One year of graduate training acceptable to 
and approved by the commission, followed by two 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


The Merchants 
Finance Corporation, Inc. 
| Announces: 


A service to aid physicians and hospitals 
to rapidly liquidate slow-paying and past-due 
accounts at a very low cost. 


We go beyond the conventionalized method 
and offer the debtors a constructive plan to 
discharge their debts. You are invited to 
participate in its benefits. 


Full Details Readily Supplied 


Merchants Finance Corporation, Inc. 
Bennett Bldg., Ottawa, Kansas 
A Kansas Corporation 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 
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years of general practice. 3. Three years of general 
practice. 

The Los Angeles meeting broke previous attend- 
ance records with 6,081 registrations. 


It is clearly evident that our public health prob- 
lems of the future will be concentrated among older 
persons, among whom chronic disease and disability 
are more prevalent; their social and economic over- 
tones will have an impact on almost every family. 
Our plans must encompass the degenerative dis- 
eases, the long-term illnesses, and the disabling con- 
ditions of older age groups. This does not mean 
that we can relax our guard against communicable 
diseases, nor lessen our campaign to reduce infant 
and maternal mortality, not let up on our crusade 
to eradicate tuberculosis. Environmental sanitation 
is as important as ever and requires constant vig- 
ilance to keep the air, water, food, and milk free 
from pollutants including those spawned by atomic 
fission—Herman E. Hilleboe, M.D., N.Y.S. J]. of 
Med., Dec., 1954. 


The Woman’s Auxiliary to the Marshall County 
Medical Society received a prize of $15, thitd place 
in its size of membership group, in the 1955 contest 
conducted by the Woman’s Auxiliary to the Amer- 


419 


ican Medical Association for the sale of subscriptions 
to Today's Health. 


Steady elimination of chronic infectious illness 
has not only saved lives outright but also has helped 
extend the average age of the population, so physi- 
cians deal much more frequently than formerly with 
the ailments of old people, and society must con- 
struct appropriate institutions for their care——Es- 
mond R. Long, M.D., Bulletin of History of Med- 
icine, July-August, 1954. 


The routine chest survey yields a certain amount 
of asymptomatic pathology. The yield depends on 
multiple factors, of which age, sex, occupation, and 
family history are perhaps the most significant. We 
expect that 5 per cent of all routine chest films 
taken on the so-called healthy population will yield 
some degree of intrathoracic abnormality and that 
at least 10 per cent of routine chest films. taken on 
hospital admissions will show significant pathology. 
The routine chest film should be as much a part of 
a good physical examination as is a blood count or 
a urine analysis—lIda Levine, M.D., and Henry 
Greenfield, M.D., N.Y.S. J]. of Med., December, 
1954. 
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Opening for TWO 
Residents in Radiology 
July 1 and September 1, 1955 


Preference will be given to 
Kansas men who apply 


' Address correspondence to 


G. M. Tice, M.D. 
University of Kansas School of Medicine 
Kansas City, Kansas 


TOPEKA Office: 
E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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The Neurological Hospital 


2625 West P: 
KANSAS CITY, MISSOURI 


* 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 
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for strong, sturdy, solid growth 


Lactu 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


Lactum®-fed babies get all the proved benefits of a 
cow’s milk and Dextri-Maltose® formula. Mothers 
appreciate the convenience and simplicity of this 
ready-prepared formula. Physicians are assured the 


important protein margin of safety for sturdy growth. 


brary, 


Stormont Medical Lt 
State House, 
Topeka, Kansas 


Lactum-fed babies are typically sturdy babies because Lactum 


supplies ample protein for sound growth and development. 


The generous protein intake of babies fed milk and 
carbohydrate formulas such as Lactum promotes the formation 
of muscle mass. It also provides for good tissue turgor 

and excellent motor development.! 


(1) Jeans, P. C., in A. M. A. Handbook of Nutrition, 
ed. 2, Philadelphia, Blakiston, 1951, pp. 275-278. 


SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. 
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